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Abstract
The roles of coping strategies and psychological hardiness as these affect the
relationships to depression in older adults were explored in a population of older adult
residents who had recently relocated to long-term-care nursing home facilities. Older
adults experience many losses and subsequent stressors as a result of normal aging;
therefore, the additional stress that accompanies loss of familiar surroundings and support
systems and the relocation to new and unfamiliar surroundings can have a significant
impact on physical and psychological well being. A total of 91 residents participated in
this study. Coping abilities were evaluated in terms of social problem-solving skills
(Nezu, 1999), using the Social Problem-Solving Inventory – Revised (D‟Zurilla, Nezu, &
Maydeu-Olivares, 1996). Psychological hardiness (Kobasa & Maddi, 1977) was
evaluated using the Personal Views Survey III-R (Maddi & Khoshaba, 2001). Depression
was measured using the Geriatric Depression Scale (Yesavage & Brink, 1983). These
variables were examined for the amount of variance that each contributes to depression
that may be associated with the stress of relocation. Data were analyzed through
correlational and hierarchical multiple regression analyses. Findings suggest that
psychological hardiness (PVSII-R) was the best predictor of depression, accounting for
40.3% of the variance, followed by Negative Problem Orientation (SPSI-R); stress added
another 03.8% and 04.2%, respectively. Significant correlations were noted between
psychological hardiness (PVSIII-R) and Positive Problem Orientation (SPSI-R) (r = .42),
and hardiness (PVSIII-R) and Negative Problem Orientation (r = -.43). Evaluating newly
admitted residents for coping skills and psychological hardiness and implementation of
subsequent psychological interventions to address any deficits could significantly
improve depressive symptoms.
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Chapter 1
Introduction
The focus of this study is to explore the roles that coping strategies and
psychological hardiness play in their relationship to depression in older adults who have
recently relocated to long-term-care residential facilities. The presence of stress and the
use and availability of effective coping strategies by an individual have a significant
impact on psychological functioning, particularly as manifested by the presence of
depression.
Early writings in the area of stress (Aldwin, 1994; Selye, 1936) generally focus on
stress as an individual‟s response to an external threat either to one‟s physical safety or to
the psychological functioning or to a body‟s response to threat (Virchow, 1863).
However, these theories generally fail to consider stress within the broader environmental
context in which individuals experience it. According to Aldwin (1994), Selye (1936),
and Virchow (1863), stress is viewed as an internal event, without regard for interaction
between the individual and the environmental context. Later studies (Aldwin &
Revenson, 1987; Holahan, Moos, Holahan, & Brennan, 1997) provide more
comprehensive views on the issue, indicating that resulting mental health consequences
such as depression are often associated with stress and coping, particularly when coping
resources are limited or are used ineffectively. These and other later studies have
examined this association to a greater degree and will provide the focus for the review
that follows.
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Coping and depression

Because of the enormous debilitating effects of depression on older adults, a great
deal of comprehensive literature exists about this concern (American Society HealthSystem Pharmacists Report, 1998; Blazer, 1998; Burkhart, 2000; Haynie, Berg,
Johansson, Gatz, & Zarit, 2001; Katz, Streim, Parmelee, 1994; Lebowitz et al., 1997;
Nezu & Ronan, 1985). Depression is second only to dementia in prevalence of mental
disorders in older adults (Jorm, 1998). There are dire implications for not making optimal
use of this information. Much has been written about successful aging (Blazer, 1998;
Haley, 1996; Rowe & Kahn, 1987), a process that can be greatly enhanced by addressing
the issues of depression for older adults.
The incidence of depression in older persons increases with age (Dunkle, Roberts,
& Haug, 2001), and it has been noted that it is far more prevalent in institutionalized
rather than in community-dwelling older persons (Blazer, Hughes, & George, 1987;
Reynolds, Alexopoulos, Katz, & Lebowitz, 2001). Parmelee, Lawton, and Katz (1989),
in research that included 708 nursing home and congregate apartment residents, noted an
incidence of depression in nursing home residents in excess of 40%; 12.5% of those older
adults studied met criteria for major depression, according to the Diagnostic and
Statistical Manual of Mental Disorders, Third Edition, Revised (DSM-III-R; American
Psychiatric Association, 1987). Similar findings were noted in another study of 868 older
persons; all participants in this study were made up exclusively of long-term care
residents (Parmelee, Katz, & Lawton, 1992). The Hyer and Blazer (1982) sample of
nursing home residents noted that 15% met DSM-III-R (1987) criteria for major
depression. In addition, Parmelee et al. (1989) indicated that newly admitted residents
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were also more likely to be assessed with major depression than were long-term
residents. Fifty percent of residents were found to be experiencing less severe yet
significant levels of depression, determined through comparison of the institution‟s
psychology and psychiatric department staff‟s clinical diagnoses with Geriatric
Depression Scale and the Information-Memory-Concentration test (Blessed test; Blessed,
Tomlinson, & Roth, 1968); results indicated good concurrent validity of these methods
and screening measures.
The presence of depression is strongly associated with physical decline in the
elderly (Kramer-Ginsberg et al., 1999; Williamson & Schulz, 1992). Those who scored
the highest for depression symptomatology manifested a 50% greater likelihood of
physical decline (Tufts University, 1998). Rosenstein (1998) noted a significant increase
in cognitive deficits of older adults suffering from depression. In addition to risks to
individual functioning, psychosocial effects on marital closeness have been evidenced by
research; observations suggest that this closeness suffers when one or both older adult
spouses experience depression (Tower & Kasl, 1995).
Literature indicates that many older adults suffer with some form of depression
(Steffens et al., 2000). As an important mental and physical health issue, it is essential
that clinicians and scientists fully understand depression in the elderly, including its
implications for the growing population of older adults.
As a treatable disorder, depression takes a substantial financial toll on society of
nearly $44 billion annually (Hughes, Morris, & McGuire, 1997; National Academy on an
Aging Society, 2000). According to the 2000 United States Census Report (Hetzel &
Smith, 2001), there are 35 million individuals over the age of 65 residing in the United
States. Estimates of the prevalence of depression in older adults vary: 10% in primary
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care settings, 15% in acute care or nursing homes (Reynolds et al., 2001). Information
taken from three national surveys suggests that more than 10% of community-dwelling
individuals who are 65 years of age and older are diagnosed with major depression.
Estimated ranges of depression for institutionalized older persons are between 8% and
25% for major depression and 30% and 50% for minor depression (Smith, 1999; Surgeon
General, 1999).
Because of depression‟s enormous cost in terms of human suffering and insurance
dollars, it is important that continued and more extensive research be pursued in order to
address this dilemma. It is here that the concept of coping offers significant inroads into
understanding how the issue of depression in older adults might be addressed. Coping
has been shown to have a significant impact on psychological well-being. Aldwin and
Revenson (1987) examined the relationship between coping and mental health. They
found that individuals in poorer mental health and under greater stress tended to employ
less adaptive coping strategies and that these coping efforts affected the level of mental
health, separate from whatever mental health status was experienced by a participant
prior to the stress. Nezu (1987), as a researcher and theorist in the field of problemsolving and stress reduction, proposes that depression can be activated by the interaction
of stressful events and/or problems and problem-solving deficits. Zautro and Wrabetz
(1991) investigated the relationship between coping and psychological distress in older
adults who had experienced either a significant social loss or a major health decline due
to chronic illness. They interviewed these adults monthly over a period of 10 months
concerning the types of stressful events, their methods of coping, and their levels of
psychological distress. These authors discovered that the higher the level of effective
coping, the less likely individuals were to experience psychological distress.
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Depression, as related to coping, has been researched in a variety of populations
such as college students (D‟Zurilla & Sheedy, 1991; Folkman & Lazarus, 1985; Gotlieb
& Asarnow, 1979; Nezu, 1985; Nezu & Ronan, 1985), psychiatric patients being treated
for unipolar depression (Billings, Cronkite, & Moos, 1983), and cardiac patients
(Holahan et al., 1997). There is a definite lack in the area of studies exploring depression
and coping in older populations, particularly in terms of the social-problem solving
model. This work seeks to add to that knowledge base.

Relocation and older adults

Older adults, when relocated to an institutional environment, often experience
adjustment difficulties that can be very stressful (Barnhouse, Brugler, & Harkulich, 1992;
Chiriboga, 1992; Kasl, 1972; Schulz & Brenner, 1977). Relocation affects mortality and
morbidity (Borup, Gallego, & Heffernan, 1980; Castle, 2001; Lutgendorf, Buckwalter,
Reimer, Hong, & Lubaroff, 1999; Lutgendorf et al., 2001). Its impact in terms of
psychological distress includes powerlessness, alienation, feelings of being violated,
distrust and insecurity, and ultimately, depression (Barnhouse, Brugler, & Harkulich,
1992; Ekstrom, 1994; Fisher, 1990; Hwalek & Firestone, 1983; Johnson, 1996). Extreme
sequelae include hallucinations and delusions (Baldwin, 1992). While exploring the
impact of relocation on self-concept and levels of self-esteem, Antonelli, Rubini, and
Fassone (2000) found that those individuals who were relocated to institutions possessed
lower levels of self-esteem and a greater negative self-concept than those who remained
in their primary home or who were relocated to other family residences.
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Castle (2001), providing an exhaustive review of the literature, examined seventyeight studies that addressed relocation issues as they apply to older adults. Despite an
abundance of the above-mentioned research, all but two of the studies pertained to
relocation inter- institutionally or intra-institutionally or from one private residence to
another. Only two studies that were reviewed pertained to relocation from a private
residence to an institutional environment. This apparent lack of substantive review and
exploration of relocation from primary home residence to a nursing home provides the
primary motivation for this current study.
Barnhouse et al. (1992) identify relocation from primary residential settings to
institutional settings as “relocation stress syndrome”. This terminology addresses both
physiological and psychological problems experienced by individuals who have
relocated. Major defining characteristics (reported to occur 80% to 100% of the time)
include loneliness, apprehension and anxiety, and depression. Minor defining
characteristics (reported to occur 50% to 79% of the time) are gastrointestinal problems,
hypervigilance, restlessness or agitation, and depressed mood. Identification of these
symptoms and their association with reactions to relocation are emphasized as important
criteria for identification and treatment of residents‟ problems.
A variety of push-pull factors (Ryff & Essex, 1992) characterize the process of
relocation for older persons. Push factors include death of a spouse, deteriorating health
and economic resources and dwindling social supports. Pull factors include possibilities
for increased socialization and community involvement and availability of additional
health and social services (Carter, 1988; Lawton, 1985; Speare & Meyer, 1988). Each of
these has an impact on the effects of relocation, on the ways that older individuals cope,
and on the degree to which they consider relocation a disturbing event.
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Although in the minority, a few authors report little or no effect on emotional
well-being from relocation (Borup et al., 1980; Pattie & Gilleard, 1978), but they did note
negative physical effects in their research. Horowitz and Schulz (1983) took Borup and
others to task over these findings, refuting Borup‟s “myth of relocation trauma” by
exposing logical fallacies (i.e. claiming that age and not relocation was associated with
mortality, even though the study lacks age data for more than 60% of the sample) and
evidence of invalidity and unreliability in the research.

Stress and coping
Stress has been defined in many ways. Virchow (1863), employing a disease
model, viewed stress solely as the individual‟s response to an external agent (bacteria or
injury) that causes harm to the organism. Mason (1975), in an attempt to define stress,
postulated three possible definitions: (1) an internal state of the organism (sometimes
referred to as „strain‟); (2) an external event (or „stressor‟); or (3) an experience that
arises from a transaction between a person and the environment. These definitions are
quite diverse and generally representative of the range of explanations that have been
used as a basis for understanding and studying stress.
There is clearly a wide spectrum of differences from the first definition to the
third. Aldwin (1994), rather than treating them separately, includes all three in a model
that incorporates the internal, the external, and the transactional, as well as the manner in
which these components combine to define stress. The first component of strain, the
internal aspect as posed by Mason, is defined in terms of the individual‟s physiological
(sympathetic activation, parasympathetic suppression, other neuroendocrine stimulation
suppression, and immuno-suppression enhancement) and emotional reactions (negative
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affect, emotional numbing, and positive affect). Relative to the second of Mason‟s
components, external environmental, Aldwin lists categories of stress, including several
different types (trauma, life events, aversive physical environments, chronic role strain,
and hassles) and temporal dimensions (duration, rapidity of onset, and linkage).
Transaction, the third component, includes cognitive appraisals (harm, threat, loss,
challenge, benign concern for others, and nuisance) and intensity (weak, moderate,
strong, ambiguous). This last component provides a framework for the interaction of the
first two. Considering Aldwin‟s conceptualization of the stress process, the connection
between stress and its consequences becomes apparent when stress is seen as a
transactional process that emanates from, and at the same time, bears upon an
individual‟s internal and external functioning, in addition to the response within the
environmental context of that individual.
Lazarus‟ (1966) earliest complete statement of a psychological stress theory was
later followed by Folkman, Schaefer, and Lazarus (1979), who identified cognitive
processes as significant mediators of stress and coping. Lazarus and Folkman (1984)
further developed the concept into a transactional stress theory. According to these
authors, psychological stress is multifaceted and consists of three significant, interacting
components -- i.e. (a) environmental events which are subject to the individual‟s
appraisal either as taxing or exceeding available coping resources that threaten well-being
and personal stability, (b) “personality mediators” (e.g. social roles and behavior patterns
that exacerbate the stress), and (c) emotional stress responses (e.g. depression, anxiety,
and hostility). Viewing stress in a dynamic model allows stress to be seen, not as a series
of static events, but as a process, in which organisms (individuals) are not only acted
upon by the situation, but also act upon the situation themselves. Considering these
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aspects as integral components offers a view of stress as a system through which an event
and the subsequent reactions to that event come together to create a process that is a
dynamic two-way street to be traveled and negotiated in an active, rather than passive
manner.
Included in the relational model of stress Lazarus offers two major processes,
cognitive appraisal and coping, as the basis for stress evaluation and for the development
of an approach for resolution. These concepts take into consideration the individuality
with which each person approaches, views, and reacts to a stressor. Cognitive appraisal
encompasses an individual‟s subjective perception and evaluation of the stressor in terms
of its personal significance and current environmental context. Lazarus defines the
appraisals as “primary” appraisals and “secondary” appraisals. Primary appraisals
include the evaluation of a stressor in relation to its threat to physical, social, or
psychological well-being, whereas secondary appraisals involve the evaluation of current
available resources for handling the stressor. Depending on the results of these
appraisals, threats are either minimized or become overwhelming. Lazarus and Folkman
qualify these terms, stating that the terms “primary” and “secondary” were not employed
as a means of explaining the concept in terms of their importance or the sequence with
which they are employed. The terminology merely denotes the fact that there exist two
types of appraisal to be considered in the processing of stressful situations and decisionmaking related to the coping efforts employed.
Coping, according to Lazarus and Folkman (1984), takes two forms, i.e.
“emotion-focused coping” and “problem-focused coping”. Emotion-focused coping is
employed when someone fails to see a solution to a stressful situation and works to
regulate the emotions that are generated by that dilemma. An individual chooses
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problem-focused coping when the possibility of a solution to that problematic stressful
situation is considered feasible. These two alternatives are strongly dependent on the
subjective appraisal of a situation either as a problem to be solved or a situation to be
tolerated and accepted.
Earlier presentation of these two “major functions of coping” (Lazarus &
Folkman, 1984) treated emotion-focused coping as that process inclined toward denial or
avoidance of an active coping effort, viewing it as less preferable for handling stress.
Problem-focused coping was considered a more positive tactic. In later literature Lazarus
(1999) tempered that view, allowing emotion-focused coping to be viewed as desirable
under some circumstances. When there is nothing that an individual can do to change a
stressful situation, the only route available may be to endure it through emotional
mediation of its impact. Viewing emotion-focused coping in this way allows it to be seen
as equally advantageous, depending on the circumstances of a specific stressful situation.
Building upon Lazarus‟ earlier work, D‟Zurilla and Goldfried (1971) developed a
new problem-solving model for stress and coping. Their original model, which expanded
the concept to include specific components of problem, problem solving, and solution,
was further expanded upon and refined by D‟Zurilla and Nezu (D‟Zurilla, 1986, 1990;
D‟Zurilla & Nezu, 1982, 1990; Nezu, 1987; Nezu & D‟Zurilla, 1989).
A problem, according to D‟Zurilla and Nezu (1999), is any situation that requires
an individual to draw from cognitive and emotional resources in order to cope, either
through remediation of the problem or through acceptance of a situation that requires
tolerance if no control over actually changing the situation is feasible. Recognition of a
problem is not necessarily immediate and may require several encounters with the same
dilemma before it becomes apparent that efforts at rectifying a difficult situation have not
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produced satisfactory results. Because of the interrelational aspect of this model, the
environment in which the problem exists is often seen as the problem, and therefore
something that could appear either beyond the control of the individual or as someone
else‟s responsibility to rectify (e.g. a difficult boss); in reality such a problem may also be
approached as a coping problem for the individual in question (intrapersonal), in addition
to the modifications to the interaction between individuals (interpersonal).
Problem-solving (D‟Zurilla and Nezu, 1999) is a cognitive-behavioral process
through which individuals actively seek to explain and develop approaches and solutions
to effectively and productively address problems that may occur in day-to-day living.
The social problem-solving process is so named without any intent to limit the concept
only to those problems of a social nature (i.e. between individuals), but to include any
interaction that occurs “within the natural social environment” (D‟Zurilla & Nezu, 1999,
p.10). These may include such problems as those faced by older persons pertaining to a
wide range of dilemmas (i.e. financial decline, loss of independence, or relocation;
declines in cognitive and physical health; strained family relationships; and lack of
community interaction and support). These problems fan out over a wide variety of
intrapersonal, interpersonal, and social areas.
A solution (D‟Zurilla and Nezu, 1999) is defined as the individual‟s response to a
specific problem in order to minimize stress and facilitate coping. Solutions can be
evaluated either as effective or ineffective depending on the degree of relief they provide
for a specific problem. Obviously an effective solution is preferable, allowing an
individual to experience reduced stress and a sense of accomplishment and well-being.
Related to the concept of solution, D‟Zurilla and Nezu (1999) distinguish between
“problem solving” and “solution implementation”. The former describes the process of
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developing responses to particular problems, while the latter involves the application of
such responses, which may vary from one situation to another. Although both processes
are related and are necessary for effective problem resolution, it is possible to have
proficiency in problem solving, without corresponding proficiency in effective solution
implementation. An individual can know how to solve a problem effectively, yet lack the
skills, resources, support, or motivation to carry out the solution. Behavioral and social
skill deficits often prevent effective solution implementation and to that end, training in
the problem-solving process is often applied to facilitate such skill development.
The problem orientation component includes the variables of problem perception,
problem attribution, problem appraisal, perceived control, and time/effort commitment.
Problem orientation assumes the ability to attend to and recognize everyday problems,
including a relatively stable cognitive-emotional schema set that determines how
confident individuals believe themselves to be in their abilities and resources for
problem-solving. There are both positive and negative problem orientations. A positive
or constructive problem orientation allows for focus, persistence, and effective problemsolving. However, an individual with a negative problem orientation will experience a
lack of ability to solve a problem effectively because of personal inadequacies; therefore,
the individual may fail to address the problem through minimizing or avoiding it.
Problem perception permits individuals to feel a sense of control over the
environment, allowing them to behave in ways that are not only proactive, but which are
also augmented with a sense of hopefulness that their efforts will pay off. In order to
recognize and address a problem, one‟s problem orientation schemas must be activated.
This allows the individual to face the problem and begin to look for viable solutions to
apply and to implement.
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Problem attribution speaks to the process by which individuals assign
responsibility or blame for problems, deciding whether they are personal issues or
whether they are external to the individuals, and formulating responses based either on a
global or specific attribution to the problems. Those with positive attribution understand
that events that are outside of their control can happen and are situation-specific (i.e.
one‟s partner leaves for another because it was that person‟s decision, not that one is
inherently unlovable. Believing oneself inherently unlovable would definitely be
considered a strong negative problem attribution.).
D‟Zurilla and Nezu (1999) consider problem appraisal to be a “generalized
version of Lazarus‟s situation-specific primary appraisal” (p. 20), in which Lazarus
referred to individuals‟ appraisals of the extents of their efficacy in managing specific
person-environment relationships that are problematic, but that do not generalize beyond
those particular situations. An evaluation is made about the threat that the situation poses
for injury or advantage to the individual (i.e. physical, psychological, etc.). Positive
problem appraisal results in perceiving the problem as a challenge and opportunity for
growth or knowledge acquisition. Conversely, a negative appraisal results in fear and
avoidance or denial of the issue. Problem appraisal is strongly dependent upon and
influenced by problem attribution. Identifying the source of the cause of the problem
can direct the appraisal process, either negative or positive, depending on whether
negative or positive attribution is assigned to the situation.
Generalized cognitive appraisal, of which there are primary and secondary
aspects, is the process by which individuals evaluate and determine their own personal
significance relative to a particular situation. Primary appraisal refers to the evaluation of
a situation either for actual or for potential relevance to psychological, social, or physical
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well-being. Secondary appraisal includes an individual‟s evaluation of his/her coping
ability in terms of resources and options for outcomes.
D‟Zurilla and Nezu (1999) use the term “perceived control” to explain the degree
to which individuals evaluate their ability to find solutions to problems effectively. They
provide two components that explain perceived control – concepts that grew from
Bandura‟s (1997) theory of self-efficacy and outcome expectancies. These are a)
“generalized problem-solving self-efficacy” and b) “generalized positive problem-solving
outcome expectancy”. The first term concerns the beliefs that individuals hold about
their abilities both to find and to implement solutions effectively. The second pertains to
a belief and sense of hopefulness that problems are actually solvable. A negative or
dysfunctional problem orientation implies a lack of self-efficacy and a lack of perceived
control; these result in excessive worrying, avoidance, negative emotions, and reduced
effort for problem-solving.
Two components combine to define time-effort commitment: first, the reasonable
prospect that someone will accurately estimate the time required to resolve a problem
successfully and second, the reasonable prospect that someone is actually willing to
devote the amount of time necessary to resolve a problem successfully. Effort, when
viewed as an integral part of this component, virtually guarantees that an individual will
put forth the necessary time to address a problem successfully. Without the commitment
of effort, knowledge of the time required to solve a problem will not go beyond the stage
of possibility in order to continue through to completion.
“Problem-solving proper” (D‟Zurilla and Nezu, 1999) comprises four key
problem-solving skills: a) problem definition and formulation, b) generation of

Coping, Hardiness, and Depression 15
alternative solutions, c) decision making, and d) solution implementation and
verification.
The problem definition and formulation component is a clarification process,
stressing the importance of defining the problem. This is accomplished through four
separate processes: a) amassing of adequate relevant information to understand the
dilemma, b) clarifying the features of the particular problem, c) establishing reasonable
problem-solving goals, and d) re-appraising the situation in terms of its outcome for
individual social well-being.
The first component, gathering information, requires that the problem-solver take
into account the nature of the information that is relevant to problem-solving. D‟Zurilla
and Nezu (1999) cite task information and social-behavioral information as key
components. Task information refers to role-appropriate behaviors that are required in
particular situations (i.e., as a parent, student, employee, etc.). Social-behavioral
information is context-specific and includes those expectancies that are characteristic of
the individual and others in the social milieu in which the problem is being experienced.
Because individuals cannot be certain that their interpretations of information are
accurate, they must rely upon their problem orientation schemas and past experiences to
guide such interpretations. A positive schema will allow for a benefit-of-the-doubt view,
in which interpretations are more likely to be of a positive nature, attributing less global
explanations to information gathered. Conversely, a negative schema will influence and
predispose the interpretation of information towards distortions of fact and
misinterpretations. Distorted and irrational thinking are basic concerns of cognitive
behavioral therapy and rational emotive therapy, developed respectively, by Aaron Beck
(Beck, Rush, Shaw, & Emery, 1979) and Albert Ellis (Ellis & Dryden, 1997). These
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authors stress the significance that the influence of distorted and irrational thinking has in
the misinterpretation of information and, subsequently in the responses generated by
those thoughts.
Understanding the problem includes weighing the information gathered for
understanding about and expectations for realistic (“what is”) and idealistic (“what
should be”) outcomes. In addition, problem solvers are also obliged to consider
impediments that might hinder their expected outcomes (e.g. is there enough money to
afford that new car that you think is a necessity for your family?) and conceive of
alternative approaches that would allow them either to realize their expectations or
provide for accommodations to the expectations (e.g., perhaps you could buy a late model
used car instead).
All strategies require goals that provide direction for the tasks at hand. These
goals must be specific and concrete; in addition to being realistic they must have a
possibility of attainment. A primary component of the problem-solving model, which
D‟Zurilla and Nezu incorporated from Lazarus‟ and Folkman‟s (1984) model, is that of
problem-focused and emotion-focused coping as a basis for setting goals. Problemfocused goals are directed toward improving the problematic situation by changing it;
emotion-focused goals are directed toward managing a situation emotionally (e.g.
reducing, tolerating, or controlling emotional reactions). Problem-focused goals are
understandably more practical in situations in which a change is seen as possible,
whereas emotion-focused goals are emphasized when a situation is of a highly emotional
nature and is seen as unlikely to change. However, these goals are not mutually
exclusive and can exist simultaneously in coping with a particular situation.
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At this stage of problem definition and formulation, the dilemma‟s ramifications
for personal and social well-being must be reappraised. Completion of the earlier stages
of gathering information, understanding the problem based on this information, and
setting goals for the resolution of the problem often cause problem-solvers to have new
perspectives on their dilemmas. Reappraisal provides an opportunity for the
consideration of the newly acquired perspectives that may have resulted from this
process, allowing for the weighing of costs and benefits to determine whether or not the
problem needs to or should be solved (problem-focused coping) versus doing nothing at
all (emotional-focused coping). This includes considering the aspects of threat or
challenge that the alternatives represent in terms of the ramifications for proceeding to
solve the problem or of doing nothing about it. Depending on the outcome of this
reappraisal, the problem-solver may find it necessary to return to the earlier stages to
redefine and reformulate the problem once again. This system contains its own checks
and balances and reappraisal may require several treks back and forth through the process
before the problem-solver moves on to the next stage.
During the next stage, generation of alternative solutions stage, the goal is to
generate as many possibilities for solving the problem as can be produced, regardless of
their feasibility (i.e. brainstorming). Individuals often depend on automatic responses to
situations, which may be quite appropriate if such responses have been successful in the
past. However, a major obstacle may exist; unfortunately, many people continue to use
less than productive responses to everyday problems, automatically resorting to them.
Problem-solvers must employ conscious awareness and open minds toward the
possibility that there may be other approaches that could serve them better under current
circumstances.

Coping, Hardiness, and Depression 18
In decision-making, all of the above stages culminate in choosing among the most
feasible alternatives that have been generated throughout the process. D‟Zurilla and
Nezu (1999) opt for the employment of a cost/benefit analysis to sort out the most viable
approach to the solution that best suits the individual and the current circumstances.
They cite four significant criteria for assessing the feasibility of possible solutions.
1. problem resolution (likelihood of achieving the problem-solving goal)
2. emotional well-being (quality of expected emotional outcomes)
3. time/effort (amount of time and effort expected to be required) and
4. overall personal-social well-being (total expected benefit/cost ratio).
These major considerations are necessary to guide the decision-making so that problemsolvers have thoroughly thought through the ramifications (both short and long term) of
each possibility.
Solution implementation and verification complete the D‟Zurilla and Nezu (1999)
components of problem-solving applications. This segment culminates and brings to
fruition the previous processes through application of the chosen approach to the current
problem in need of resolution. Through assessing not only the results of this application
but also its effectiveness for addressing the problem, individuals are able, finally, to test
the waters to see if their solutions actually work. D‟Zurilla and Nezu have based their
views on Bandura‟s (1971) theory of self-control, along with the work of others (Carver
& Scheirer, 1982; Miller, Galanter, & Pribram, 1960) to conceptualize this stage of
problem-solving.
D‟Zurilla and Nezu (1999) incorporate four components of the cognitivebehavioral model of self-control (performance, self-monitoring, self-evaluation, and selfreinforcement) to characterize the components of implementation and verification.
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Performance refers to the actual implementation of the chosen solution, which is
susceptible to impinging factors other than the appropriateness of the applied solution.
Factors such as intellect, lack of motivation, and emotionality also influence application
and must be considered as part of the evaluation process. Self-monitoring is the direct
observation of one‟s own behavior and, ideally, recording and reviewing logged
behaviors and reactions to outcomes. Such monitoring serves to continue the active
involvement that is essential for successful problem-solving. Self-evaluation takes the
observed behaviors and compares them with previously outlined expectations for results.
Finally, when self-evaluation culminates in a satisfactory assessment of results, selfreinforcement is applied. This can take the form merely of a mental pat on the back or of
a tangible reward for a job well done.
In comparing and contrasting Lazarus‟ and Folkman‟s (1984) with the D‟Zurilla
and Nezu (1999) model of problem-solving, it is apparent that many similarities exist,
because the basis for the social problem-solving process of D‟Zurilla and Nezu grew out
of and significantly expanded the Lazarus and Folkman theory. Differences include their
views of problem-focused coping versus emotion-focused coping. Lazarus and Folkman
(1984) present these two variables generally as mutually exclusive. In addition, they
assign more positive value to the problem-focused coping than to the emotion-focused
coping, implying that emotion-focused coping is less desirable and generally is utilized
only as a last resort if no solution is feasible. Lazarus (1999), however, in a later
publication, tempered that view, leaning more towards the D‟Zurilla and Nezu posture.
D‟Zurilla and Nezu (1999) incorporate problem-focused coping and emotion-focused
coping aspects into their social problem-solving theory, but do not consider them
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mutually exclusive because a solution to a problem may contain aspects of both and there
is no negative connotation for emotion-focused coping.
Another area of difference pertains to the Lazarus and Folkman (1984) concept of
appraisal. Lazarus and Folkman explain appraisals in terms of primary appraisal and
secondary appraisal and reappraisal, with each component standing as an individual step
in the process. D‟Zurilla and Nezu (1999) advance Lazarus‟ definition of appraisals as
generalized cognitive appraisals and situation-specific appraisals, positioning them as
variables that are contained in separate segments of the problem-solving process.
Generalized cognitive appraisals are included in the problem orientation component of
the problem-solving process and situation-specific appraisals are included in the problem
definition and formulation component. Although D‟Zurilla and Nezu extend much credit
to Lazarus and Folkman, they have gone well beyond the original scope of the theory
from which they developed their perspective.
Stress and coping in older adulthood
Stress from major life events, including daily concerns that can cumulatively
produce stress (Nezu, 1986), contribute to symptoms of depression and anxiety (Billings
& Moos, 1982; Nezu, Nezu, Saraydarian, Kalmar, & Ronan, 1986). This current study is
particularly concerned with the coping necessary to deal with stress and subsequent
depressive symptoms that result from reactions to a major life event, that of relocation to
an institutional setting; however, it is important to remember that stress is an ongoing
concern for older adults. Stress consists of daily “hassles” (Dohrenwend & Shrout, 1985)
that can also lead, cumulatively, to challenges to coping. Effective coping is therefore an
essential component for stress reduction, whether the life event is one that is experienced
in day-to-day living or is a more significant experience, such as relocation from a primary
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residence to a long-term-care nursing home, as is the case with the population in this
study.
Stress is a constant part of older adults‟ lives, particularly when one considers the
possible general decline in health that accompanies aging; other considerations include
losses of cognitive and physical functioning, a declining social network, loss of
independence, and a depleting income (Stephens, 1990). Stephens takes a rather arbitrary
viewpoint in his conclusion, stating that older individuals have outlived many of their
age-related friends and relatives and have weathered the aging process and accompanying
losses; therefore, older persons might be seen as more adept at coping. Review of the
literature indicates that coping in older adults is much more controversial and not nearly
well enough researched to provide such definitive explanations.
Successful aging assumes effective coping that allows individuals to withstand
these stresses that are characteristic of the older population. Previous emphasis on the
negative aspects of aging has given way to identifying and studying those characteristics
that constitute successful aging. Baltes and Baltes (1990) consider the coping strategies
that allow older people to remain independent and socially viable, able to resist and/or
cope with the decline in physical and cognitive functioning, with losses of spouses and
other significant others, and, in general, remain functional within the confines of
whatever circumstances they might find themselves. With an alternative positive
emphasis on aging, opportunities exist for aiding individuals to age successfully through
exploring and capitalizing on strengths and opportunities that may enhance their lives,
allowing for more than the expectation and acceptance of decline.
Pearlin and Mullan (1992) posit a linear relationship between age and stress.
Combining the issues of physical changes and physiological deficits that may accompany
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them (particularly as compared with current social norms of youth and beauty), as well as
role displacement and losses, these authors view stress as inevitable. They also
emphasize the importance of distinguishing between those stressors that are age-related
and those that are not. The relocation of older persons, as is the topic of this study, is
distinguished as an age-related issue.
However, conceiving the relationship between stress and coping in older persons
as primarily linear may be simplistic, ignoring other characteristics that may have an
impact on how individuals cope, no matter what their ages. Kahana (1992) explored the
coping skills of older individuals who have experienced extreme stress or trauma (i.e.
Holocaust survivors, combat veterans, etc.), contrasting them with individuals whose
experiences with stress have been of a more general nature.
Although there are those who might consider the aging process (e.g. possible
physical and cognitive decline, loss of social support, and deaths of significant others) as
normal stressors, Kahana 1992) asserts that these stressors might very well qualify as
extreme stress, because they can so significantly impact the lives and daily interactions of
the older population. In particular, relocation to a nursing home shares many of the
elements of extreme stress:
a. lack of conventional social support,
b. loss of an anchor in reality, and
c. lack of the ability to predict or anticipate outcomes (Torrance, 1965).
There is certainly room for significant debate, because there is a bare minimum of
literature that considers those older adults who have been previously traumatized by
extreme life events, such as concentration camp or prisoner of war internment, and the
impact such stress might have on late-life coping skills. Clearly this area of research is in
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its very early stages of exploration and is filled with possibilities for studies that might
explore such impact. Because of the trials these individuals have endured, they may have
actually possessed greater coping skills that served them in those extreme stress
situations, allowing them to survive their traumas. In turn, those coping skills may later
serve them either in their adjustment to such events as relocation to a long-term-care
facility, or in the ability that the relocation may just as likely have to retraumatize them.
Until such further research is undertaken, focus is concentrated here on the present state
of knowledge on which to conduct this current exploration.
Labouvie-Vief (1997), exploring cognitive-emotional integration in adulthood,
speaks to an increasing complexity and sophistication in the way that older adults
approach and cope with stress. When older adults were compared with younger adults,
the use of immature coping strategies, such as projection and acting out, were not as
evident, according to Vaillant (1977) and Pfeiffer (1977). Mature forms of coping
include an increased use of humor and restraint. In addition, older adults reported a
greater tendency than younger adults to use suppression and reacted to stressful situations
by cognitively reinterpreting or reappraising the situation, often withholding
inappropriate feelings and thoughts (e.g. cognitive appraisal that utilizes emotion-focused
goals, as described by D‟Zurilla, 1999) until such time as there existed a more
appropriate contextual environment.
In other research, McCrae (1989) found that younger adults tended to employ
coping mechanisms that included reactions of a hostile nature and indulgences in escapist
fantasies more than middle-aged and older adults. These findings indicate that there may
be maturity in problem-solving that comes with age and experience. Conversely,
D‟Zurilla, Maydeu-Olivares, and Kant (1998), studying the differences in social problem-
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solving ability in terms of age, noted that problem-solving not only decreases after
middle age, but also varies in content and process. For instance, older adults scored
lower than middle-aged adults on positive problem orientation and rational problemsolving. There were no differences noted between the middle-aged group and the elderly
group on any of the dysfunctional dimensions. Most interesting was the finding that older
persons did not manifest significantly lower scores than the young adults on any of the
dimensions of problem-solving, with young adults evidencing greater dysfunctionality in
terms of negative problem orientation. There may be something to be said for maturity,
after all. D‟Zurilla et al. (1998) speculate that due to the increased difficulties in older
age, particularly those of physical and cognitive degeneration over which they may
believe they have little control, elderly individuals, when compared with middle–aged
adults who see themselves as more in control of their lives, may tend to be less optimistic
and may be unrealistically skeptical about their ability to handle problems.
Aldwin (1991) and Martin, Grunendahl, and Martin (2001) consider age as a very
important factor in stress and coping. Age has a direct effect on the type of problem
under consideration, stress appraisals, attributions, and escapism as a coping strategy,
according to Aldwin (1991). She cites only indirect relationships between coping and
depression, with no linear relationship indicated. She asserts that her research indicates
that the cognitive processes (i.e. appraisal and attributions) are not the sole mediators of
coping, but are strongly affected by personal characteristics (i.e. age). Appraisal of the
stressful situation and an individual‟s perceived self-efficacy for handling the stress is
also an important part of the equation.
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Psychological Hardiness
Kobasa (1979a, 1979b), pursuing the contribution of personality factors and the
exacerbation of the effects of stress, originally introduced her research regarding the
relationship between stressful life events, personality, and illness. The relationship
between the contribution of personality factors and physical illness has long been a
subject of interest, beginning as early as the 1930s (Suls & Rittenhouse, 1987).
According to Freud‟s “specificity approach” (Dunbar, 1943), certain illnesses were
believed to be associated with specific personality traits. Continually evolving, more
sophisticated psychosomatic research (Suls & Rittenhouse, 1987) has been geared toward
discovering the connection between personality and physical illness.
Hardiness, according to Kobasa and Maddi (1977), developed from an existential
theory of psychology, building on the premise that individuals are not completely hardwired for fixed traits, but have personalities that are composites of the results of
experiences that they encounter (i.e. constantly changing and being reconstructed).
Existential philosophers and existential psychologists view the world in a constant state
of flux, requiring continuous readjustment, particularly concerning stress, as it applies in
this context. Individuals identified as hardy are believed to have a greater capacity for
dealing effectively with life‟s challenges that pertain to responsibility, isolation and death
-- cornerstones of existential philosophy. Maddi and Kobasa (1981) refer to “intrinsic
motivation” and “existential courage” (Maddi, 1990, 1998) as byproducts of hardiness,
strengthening the support for existential psychology‟s underpinnings of this construct.
Kobasa, Maddi, and Kahn (1982) further refined the definition of this construct as
a “constellation of personality characteristics that function as a resistance resource in the
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encounter with stressful life events” (p.169). Building on this accumulation of research,
Kobasa (1982) stresses the inclusion of active participation between events, the
environment and individuals, and the three interrelated variables taken from existential
theory that form its basic foundation -- commitment, control, and challenge (the 3C‟s of
hardiness).
The first is commitment to those life values and activities that are unique to each
as individuals, allowing them to engage themselves fully in the variety of situations that
comprise their existences. Commitment, not solely in terms of the individual, also refers
to the sense of community and the individual‟s place in that arena. Antonovsky (1979)
described commitment as essential for coping with stressful events because of the
understanding and security regarding the individual‟s place in the community that
contributes a source of support in stressful situations.
Control, the second component, is the belief that individuals are not powerless in
their interactions with life events and have choices about the appraisal of and approach to
each situation. Control involves a search for meaning, as well as ownership of
responsibility for outcomes, including the acknowledgement of how behaviors have
contributed to the achievement of goals or resolution of problems. A sense of
hopefulness prevails – a component significantly absent from those in a state of
depression. As noted later in this text, it is no surprise that depression and hardiness are
negatively related (Rhodewalt & Zone, 1989).
The third component is challenge, which involves a propensity to view problems
not as threats or insurmountable obstacles, but as opportunities for growth and
achievement. Challenge entails a way of viewing the world that allows for exploration
and the pursuit of new experiences that are perceived not as daunting but rather as
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possible avenues for broadening horizons in future interactions and experiences. Moss
(1973), in his writings related to “biosocial resonation” (a theory that pertains to the
relationship between social behavior and physical health and the impact of stress on
illness and immunity), views this quality as a strength that allows individuals to handle
stress with a more flexible cognitive style, contributing to their ability to appraise stress
with more objectivity and understanding of the totality of its impact (positive and/or
negative).
It becomes apparent how closely related these concepts are to cognitive
behavioral therapy (CBT) tenets, and in particular to Beck‟s (1967) cognitive triad of
depression in which an individual‟s negative view of the world, of self, and of the future
results in a hopelessness and helplessness that defeats efforts for mood improvement.
CBT, in its therapeutic efforts toward cognitive flexibility (e.g. restructuring and
reframing), would appear to fit nicely within the structure implied by psychological
hardiness, particularly as a learned entity (addressed below).
Much research has been conducted since the early introduction of this concept in
attempts to further define and explore factor analysis of the 3C‟s of hardiness. Funk
(1992), in an attempt to tease out the relevance and cohesiveness of these three
components, reviewed a large body of literature pertaining to theory and research.
Several studies involving a variety of populations (college students, adults, and
employees) were cited (Funk and Houston, 1987; Kobasa et al, 1982; Manning, Williams,
& Wolfe, 1988), which produced evidence of an absence of a strong relationship between
the factors of the construct, particularly concerning challenge. Stockstill & Callahan
(1991), in their research with temporomandibular disorders patients, also noted no
significant relationship between challenge and the other two components, although a
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strong relationship existed between control and commitment. Subsequent research on
four other populations (bus drivers, military personnel, three groups of students, and
older adults) cited by Funk (1992) indicated evidence of a much stronger relationship
among all three variables (Bartone, Ursano, Wright, & Ingraham, 1989; Hull, Van
Treuren, & Virnelli, 1987; & McNeil, Kozma, Stones, & Hannah, 1986). Although many
earlier studies questioned the construct validity of hardiness and posited a weak
relationship between the factors, later studies discovered much stronger construct
validity. This appears to be the direct result of the development of more effective and
accurate measures to assess these factors.
Maddi (1999a, 1999b) cites several instances of more current research that
indicate the presence of stronger construct validity than that displayed by earlier studies.
This was accomplished through the development of a new revision (i.e. Personal Views
Survey II) of the earlier hardiness assessment instrument. The new revision indicated
adequate limits of validity for construct, internal consistency, and stability (Bartone,
1989; Maddi, 1997). A newer instrument, the Personal Views Survey III (PSV III)
(Maddi & Khoshaba, 1994), currently in use and considered a significant improvement
over the PSVII, will be discussed in more detail in the Methods section of this
manuscript.

Interaction between stress, illness, and hardiness

Antonovsky (1979, 1991), a forerunner in attempts to explain the connection
between stress and illness, explored “resistance resources” that affect how individuals
respond to and are affected by stress. His salutogenic model (i.e. exploring the origins of
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health) referred to “coherence” as a basic tenet of that which grounds individuals and
allows them to withstand stress. Coherence refers to a sense of stability and confidence
that the world is a predictable and manageable environment, in which individuals are able
to control and to cope with life events and circumstances.
Around the same time period, Kobasa‟s (1979a) early research indicated that it is
generally accepted that illness is related to stress; however, not all of her study
participants, faced with stress became ill – suggesting that stress was not solely
responsible for the illnesses. The suggestion was that some other mediating factor had
influenced the impact of stress on those individuals. Hardiness, as a personality factor,
began to emerge as a likely candidate for investigation.
Researching other possible factors, Kobasa, Maddi, Puccetti, and Zola (1985)
investigated social support and exercise as possible resistance resources, comparing their
effects with that of hardiness. They discovered that hardiness provided the highest degree
of protection against the effects of stress. Although their research demonstrated findings
that multiple sources of resistance are advantageous in moderating stress, hardiness
outscored both social support and exercise as buffers against physical illness.
Hardiness, as a mediator both of physical and mental illness, has been widely
studied, generating considerable amounts of literature on its effects on physical illness
(Kobasa, 1979a, 1979b, 1982; Kobasa, Maddi, & Courington, 1981; Kobasa et al., 1982;
Kobasa et al., 1985; Kobasa & Puccetti, 1983; Wiebe and McCallum, 1986). Kobasa‟s
earliest research (1979b) explored the influence that stressful events had on physical
illness and found that individuals under high stress who scored high on measures of
hardiness were less likely to become ill than those highly stressed individuals who
manifested lower hardiness scores. Considering hardiness‟ characteristic, flexible
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cognitive style, the implications for successfully coping with stress, and the subsequent
effects on stress-related illnesses, Kobasa et al. (1982) further pursued Antonovsky‟s
(1979) “resistance resources” view while studying management personnel‟s reaction to
stress. Hardy individuals were found to experience significantly lower levels of physical
illness than nonhardy individuals and were consequently considered more resistant to
illness. Wiebe‟s and McCallum‟s (1986) research with college undergraduates found a
relationship between health practices and hardiness. Researchers found that those
individuals who scored highest on hardiness measures were more likely to engage in
positive health practices, and subsequently experienced lower levels of physical illness
than those students, whose lower hardiness scores appeared to be related to their
disregard for positive health practices, resulting in higher levels of physical illness. Other
similar studies, too numerous to cite here, continue to pursue a better understanding of
the relationship between personal hardiness and physical illness.
There is less research relative to the effects of hardiness on psychological distress
than there is to its effects on physical health. Although more limited than the research
supporting effects on physical illness, evidence exists for asserting that hardiness has a
significant effect on psychological distress (Banks & Gannon, 1988; Drory & Florian,
1991; Kosaka, 1996; Lambert, Lambert, Klipple, & Mewshaw, 1990; Maddi &
Khoshaba, 1994; Manning, Williams, & Wolfe, 1988; Nowack, 1986; Wiebe, 1991).
Manning et al. noted a significant relationship between hardiness and psychological wellbeing in employees, including more positive affect, decreased depression, and less stress
experienced by those who scored highest in hardiness as compared with those individuals
scoring low in hardiness. Wiebe (1991) noted similar results in studying undergraduate
students who displayed high measures in hardiness; they manifested higher tolerance for
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frustration, lower threat appraisal, and less negative affectivity than was seen in less
hardy participants. Taking a more general perspective, Banks and Gannon (1988),
studied the relationship between stress and psychosomatic symptomatology, finding that
hardy individuals generally reported less stress in their lives, and when stress was
reported, their perception of it was minimal as compared with less hardy participants.
Hardiness, as one of the variables studied for its relationship to psychological health of
women suffering from rheumatoid arthritis (Lambert et al., 1990), was observed to have a
significant effect on these women‟s psychological well-being.
With the exception of one citation (Maddi & Khoshaba, 1994), conspicuously
absent from this list of citations are the numerous articles attributed to Maddi, Khobasha,
and/or Kobasa, who figured so prominently in this document‟s previous discussions of
hardiness‟ relationship to physical illness. Kobasa‟s research is concerned almost solely
with physical illness as a dependent measure of physical health in relation to hardiness.
Maddi, a colleague of Kobasa‟s, also restricts his research primarily to physical illness
and its relationship to hardiness. With this in mind, the need for more extensive research
into hardiness and psychological distress becomes evident.
At odds with this view, two other studies raised questions about hardiness as a
single effect and suggest that it operates more in conjunction with other variables.
Rhodewalt and Zone (1989) found evidence of hardiness as a correlate of depression in
their study of women who were being classified as hardy or nonhardy in terms of their
appraisal of stressful life changes. They suggested that more research be geared toward
negative affectivity and its relationship to hardiness. Nowack (1986) combined research
on hardiness with Type A behavior and hardiness‟ effects on burnout and psychological
well-being. Nowack views hardiness as a moderator of Type A behavior traits, because
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hardy Type A individuals were hypothesized to be more resistant to psychological
distress than nonhardy Type A individuals; this was subsequently supported in the
research. These authors present another possible rationale about the need for further
research into hardiness and its combined effects with other personality variables.

Relationship between coping and hardiness

As early as 1973, Averill proposed a model to explain why some individuals
under stress were able to maintain their health, while others became debilitated under
nearly identical circumstances. Those individuals able to withstand the debilitating
effects of stress were believed to possess a) decisional control – the ability to choose
among various alternatives for responding to stress, b) cognitive control – the ability to
analyze and appraise stressful events within a rational framework of current life
situations, and c) coping skills – the ability to draw on personal attitudes and behaviors
that allow for successfully managing stress. Kobasa (1979b) used Averill‟s model as a
basis for her hypotheses in the validation of the control component of hardiness,
concluding that coping was a major contributor to this construct‟s factor.
The consensus, according to Somerfield and McCrae (2000), seems to be that
coping approaches and behaviors are greatly influenced by individual characteristics,
particularly personality factors (i.e. hardiness). That being the case, to understand the
limitations of changing basic personality traits, researchers would do well to direct their
energies toward more targeted goals such as enhancing and expanding existing individual
strengths, and strengthening and maintaining interpersonal relationships that are the basis
for social supports. Somerfield and McCrae liken this approach to the goals of

Coping, Hardiness, and Depression 33
psychotherapy; they contend that even though not everyone is “cured”, many realize
progress in the form of less stress and discomfort than they had experienced prior to
engaging in therapy. Hardiness, as a personality factor, has a profound effect on optimal
coping.
Hardiness has been hypothesized to influence the coping processes through its
moderation of stress impact on physical health. Williams, Wiebe, and Smith (1992)
found evidence that coping variables (Lazarus & Folkman, 1984) correlated significantly
with at least two of the hardiness factors (i.e. commitment and control). Nowack (1989)
found a similar, significant relationship in his study of mothers of autistic children. The
mothers who scored highest in hardiness were more likely to utilize more effective
coping processes, which resulted in lower levels of psychological and physical distress.
The relationship between coping and hardiness is a relatively new area of interest
(Florian, Mikulincer, & Taubman, 1995; Gentry & Kobasa, 1984; Gill & Harris, 1991;
Maddi & Hightower, 1999; Nowack, 1989; Williams et al., 1992). These early studies
were pursued in terms of the Lazarus and Folkman (1984) concept of coping, which
views problem-focused coping as beneficial but emotion-focused coping as last-resort
and less productive than problem-focused coping.
A review of the literature noted no investigations into the relationship between
hardiness and coping as defined by D‟Zurilla and Nezu (1999), hence the focus of this
author‟s study. D‟Zurilla and Nezu have further defined the complexities of the coping
process, bringing a new perspective to the relationship between coping and hardiness.
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Hardiness and coping in older adults

A minimal amount of literature exists exploring the role that coping and hardiness
play in the reduction of stress‟ impact on older persons, although a considerable amount
of research has been applied to other diverse groups (albeit predominantly Caucasian
middle-aged adults). These include bus drivers (Bartone, 1989), temporomandibular
disorder patients (Callahan, 2000), coronary artery disease patients (Drory & Florian,
1991), middle- and upper-level executives (Maddi, 1987), nurses (McCranie, Lambert, &
Lambert, 1987; Topf, 1989), Japanese males (Nakano, 1990a), Japanese women (Nakano,
1990b), Persian Gulf War Army reserve personnel (Bartone, 1999), and Israeli Defense
Forces officer cadets (Westman, 1990).
Orell and Davis (1994), in their discussion of the impact of stressful life events on
physical and emotional health of the elderly, and further, on how these types of events
may impact individuals in different age groups, included a discussion of hardiness and its
relationship to effective coping. Zautro & Wrabetz (1991) identified coping efficacy as
a significant correlate for reducing the stress that is associated with older persons‟
responses to the deaths of spouses or other loved ones or their own or significant others‟
disabilities. Other literature concerns itself predominately with hardiness as a significant
component of successful aging, but pays little or no attention to the relationship it might
have to coping (Magnani, 1990; Ross, 1991). Recent extensive literature review revealed
no additional, more current research to explore the relationship between hardiness and
coping in older persons, whether community-dwelling or institutionalized.
McNeil et al. (1986) strongly urge gerontologists to pay closer attention to
hardiness as a correlate of coping. Their assertion is made with the understanding that
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current geronotological research has made discoveries that would parallel the idea of
hardiness as a strong buffer for stress. Reid and Ziegler (1981) and Stones and Kozman
(1984) explored the relationship that certain stressors and the issue of locus of control (a
significant aspect of the hardiness control component) share with coping and
psychological well-being. McNeil et al. extend this to infer that psychological hardiness
could very well have a significant impact on the psychological well-being of older adults.
Gale (1994) explored components of functional health (both physical and psychological)
in older women; this included hardiness, among others (e.g. self-esteem, social support,
stress, coping, and service utilization). Findings indicated that 36% of the variance in
physical and independent living health and 52% of the variance in psychological and
psychosocial health could be attributed to these components.
Although Kant, D‟Zurilla, & Maydeu-Olivares (1997) have studied social
problem solving in community dwelling elderly, extensive literature research produced
only one new study (Dreer, Elliott, & Tucker, 2004), which explored the problem solving
abilities of hospitalized African-American elderly with spinal cord injuries. In terms of
these findings, it would appear that elderly residents of nursing homes remain relatively
unexplored in terms of social problem solving‟s etiology and its implications for
psychosocial education and treatment intervention. The goal of this research study is to
add to that font of knowledge, and hopefully encourage future studies to further expand
the information that may be applied toward addressing the psychological as well as
physical comfort level of older adults as they face the aging process.
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Hypotheses

This study examined the relationships between nursing home residents‟ levels of
stress associated with relocation, social problem-solving and psychological hardiness,
including the ways in which these factors influence their psychological distress in the
form of depression. Specifically, this study tested the following hypotheses.
(1)

Psychological hardiness and problem-solving skills, as measured by

Positive Problem Orientation, Negative Problem Orientation, and Rational Problem
Solving will predict residents‟ levels of depression above and beyond the actual stress
reported by residents.
(2)

As measured by total PVSIII-R score, psychological hardiness will

positively correlate with Positive Problem Orientation and negatively correlate with
Negative Problem Orientation.
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Chapter 2
Method
Participants

Ninety-one individuals participated in this study. Each had recently been
admitted to one of seven local nursing home sites; four belong to one group and three are
associated with a different not-for-profit organization. Both groups are religiously based
(Christian) organizations. In order to ensure adequate statistical power analysis (Cohen,
1998), this number was determined using a table for calculating N, the number of sample
subjects, with a power significance of .05.
Inclusion criteria consisted of the following: that they had to be older adults, ages
65 and older; they had to have been admitted to nursing homes within the previous thirty
(30) days; and they had to have the ability to speak and understand English. Each of these
individuals was noted to possess adequate communication skills. In addition, residents
were required to be able to take part in a question and answer period of approximately 45
minutes to an hour in duration. (The actual time varied between 25 to 30 minutes.) Mini
Mental State Exam (MMSE; Folstein, Folstein, & McHugh, 1975) scores were required
to be >18 for those with fewer than 9 years of formal education, >20 for those with 9 to
11 years of formal education, and >24 for those with a high school education and beyond.
These variations in the cutoff scores were established as a result of earlier research
(Tombaugh & McIntyre, 1992), in which false positive and false negatives were related
to educational levels. In addition, only those residents who had relocated from their
primary residences and had been admitted to long-term care residency were included in
this study. Those residents who had relocated from another long-term care facility were
considered to have passed the 30-day period in which they had already dealt with any
initial stress of relocation from their primary residences. Admission to long-term-care
residency was expected to have more profound implications for possible stress reactions

Coping, Hardiness, and Depression 38
than for residents who were admitted for short-term placement and had expectations for
being able to return to their primary residences.
Exclusion criteria consisted of scores less than the above MMSE values,
admission dates earlier than the previous thirty (30) days, inability to endure 45 minutes
to one hour of a question and answer session, past mental health history of Axis II
diagnoses, and inability to speak and understand English. Also excluded were those who
had relocated from another nursing home environment and/or had been admitted for
short-term care rehabilitation services.

Measures

Participants were assessed through the administration of five measurements.
These included the Mini Mental State Exam, Geriatric Depression Scale – Short Form,
Relocation Stress Scale, Social Problem-Solving Inventory-Revised – Short Form, and
Personal Views Survey III-Revised. Demographics collected included age, race, gender,
ethnicity, education level, marital status, and history of mental illness and related
pharmacological medications, all of which will be garnered from medical charts.

Mini Mental State Exam

The Mini Mental State Exam (MMSE; Folstein et al., 1975) is a widely
recognized screen for dementia. Simply and in a minimum amount of time (five to ten
minutes of administration and scoring), the MMSE provides information about the
presence and level of impairment of cognitive functions (i.e. orientation, registration,
attention and calculation, concentration, memory/recall, language, visuospatial
functioning, etc.). A total number of thirty points are accrued from the Exam, which
consists of eleven items; this is accomplished through successful responses to tasks that
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measure these cognitive functions. Original score values were classified into three levels
of cognition: 24-30 denotes no cognitive impairment; 18-23 denotes mild cognitive
impairment; and 0-17 denotes severe cognitive impairment. However, Tombaugh and
McIntyre (1992) noted a significant relationship between education levels and false
positives and false negatives. Cut-off scores for no indication of cognitive impairment
that correspond to education levels were established and will be employed in this study.
They are: > 18 for those with less than 9 years of formal education, >20 for those with 9
to 11 years of formal education, and > 24 for those with a high school education or
higher.
Folstein et al. (1975) researched the validity and reliability of their instrument by
studying a diverse group of participants, which included 206 individuals with a variety of
diagnoses suggesting that these individuals may present with cognitive impairments (i.e.
dementia syndromes, affective disorders, “pseudodementia”, mania, schizophrenia, and
personality disorders). Test-retest reliability was found to be high when used to screen
elderly depressed and demented patients. Folstein and colleagues also found the MMSE
to correlate significantly with the Wechsler Adult Intelligence Scale (WAIS; Wechsler,
1955). Mitrushina and Satz (1991) noted similar reliability in terms of test-retest, ranging
from .45 to .50 over a 1-year time period and .38 over a two-year period. Particularly in
the area of verbal learning, which is the primary emphasis of the MMSE, Mitrushina and
Satz also noted significant correlations with many similar neuropsychological measures –
i.e. WAIS Digit Symbol subtests, Wechsler Memory Scales (WMS; Wechsler, 1945)
memory tasks, and Trails A and B (Trail Making Test, parts A and B; Reitan, 1958).
Feher, Mahurin, Doody, Cooke, Sims, and Pirozzolo (1992) examined the subtests of the MMSE, noting both strengths and weaknesses of the instrument. Even though
they were not prepared to endorse all segments, carte blanche, as being equally adequate
as measurements of each domain assessed, as a whole they found an overall 69%
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sensitivity and 90% specificity. They considered these findings satisfactory and in line
with other screening instruments of the same ilk.
Anthony, LeReseche, Niaz, Von Korff, and Folstein (1982) noted similar findings
of sensitivity and specificity (i.e. 87% and 82%, respectively) when using the MMSE to
screen hospital patients for dementia and delirium. Anthony et al. also found significant
correlations of 82% to 87% with psychiatrists‟ standardized clinical diagnoses. Although
Foreman (1987), in comparing the MMSE with two other mental status questionnaires,
found the MMSE to be the second choice for mental status screening (his first choice
contained thirty items); he noted that because of its brevity (having only eleven items), he
considered the MMSE preferable because of the difficulties experienced by cognitively
impaired elderly subjects in completing such measures; these difficulties can very easily
affect the validity of the responses.
Comparing the MMSE against such „gold‟ standards as the dementia criteria for
DSM-IIIR (1987) and the National Institute of Neurological and Communicative
Disorders and Stroke and the Alzheimer‟s Disease and Related Disorders Association
(NINCDS-ADRDA; McKhann et al., 1984), Tombaugh and McIntyre (1992) noted
satisfactory levels of reliability and construct validity for the MMSE; in addition, it had
high levels of sensitivity, particularly when assessing moderate-to-severe cognitive
impairments, but somewhat lower levels when assessing someone with milder degrees of
cognitive impairment. Although not suggested as a lone measure for diagnostic purposes,
these researchers found the MMSE to be an adequate screening method for impairment
and appropriate and adequate for this study.

Geriatric Depression Scale – Short Form

The Geriatric Depression Scale (GDS; Yesavage et al., 1983), a widely used selfreport inventory, can be completed in ten minutes or less, and is also often administered
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by a clinician. Using a simple “yes-no” response format, this scale does not require
subjects to provide affective labels and feeling-type statements; it assesses symptoms that
are behavioral and affective in nature.
The Geriatric Depression Scale - Short Form consists of 15 items that were
selected from the original version and had the highest correlation with depressive
symptoms in validation studies (Sheikh & Yesavage, 1986). The short form is also
noted to be significantly correlated with the long form (r = .84). Of the 15 items, 10
indicate the presence of depression when response is positive (2, 3, 4, 6, 8, 9, 10, 12, 14,
and 15), and the other 5, when response is negative (1, 5, 7, 11, and 13). Each item is
scored with 0 or 1 point, with a maximum score of 15. A cut-off score of 5 indicates the
presence of depression.
The GDS has been extensively researched (Norris, Gallagher, Wilson &
Winograd, 1987; Olin, Schneider, Eaton, Zemansky, & Pollock, 1992; Scogin, 1994;
Yesavage et al., 1983) and found to be a reliable and valid self-report instrument to
screen for depression in older individuals, and particularly those in long-term-care
nursing homes (Parmelee, Lawton, & Katz, 1989), where no significant difference in
reliability or validity were noted when comparing cognitively impaired and intact groups.
Yesavage et al. (1983) noted high internal consistency, reliability (retesting participants
twice; one week apart), and convergent validity when compared with the Hamilton
Rating Scale for Depression (HRS-D) and the Zung Self-Rating Scale (SDS). Norris et
al. and Brink et al. (1982) reported high degrees of sensitivity and specificity when
comparing the GDS with the criteria set forth by the Diagnostic and Statistical Manual of
Mental Disorders, Third Edition – Revised (DSM-III-R; American Psychiatric
Association, 1987) for depressive disorder diagnosis. Hyer and Blount (1984), in their
research with older psychiatric inpatients, noted that the GDS had a significantly greater
sensitivity to older adults than another widely employed screening measure – e.g. the
Beck Depression Inventory (BDI; Beck et al., 1979).
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Scogin (1994) cites two unique features of the GDS, whose specific design was
adopted in an effort to screen for depression in older persons. The first is the formation
of the assessment items in order to attenuate those symptoms of depression that are
somatic (e.g. hyper- or hypoinsomnia and weight fluctuation) and often associated with
the normal aging process. Comparing the GDS with the Self-Rating Depression Scale
(SDS; Zung, 1965), Norris et al. (1987) also drew attention to the high number of somatic
items that are included in that measure. The authors‟ contention is that older persons are
likely to identify with such symptoms and in reporting them as present, may misinterpret
these as depressive symptoms where no depression exists. The second element is the use
of the yes-no response design of the GDS, which, when compared with a multiple-choice
design, such as the BDI, resulted in less confusion and produced fewer multiple
endorsements (Olin, Schneider, Eaton, Zemansky, & Pollock, 1992).
Although this study concerns levels of depression in older adult participants, the
limited time frame of 30 days from admission allows only for screening to identify those
individuals who could develop a Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition, Text Revision (DSMIV-TR; American Psychiatric Association, 2000)
diagnosis of clinical depression. A diagnosis for a major depressive episode requires the
presence of five or more symptoms “during the same 2-week period and represent a
change from previous functioning” (p. 356). To qualify as a major depressive disorder,
these criteria must be continued for at least two consecutive months. Because the first
thirty days after admission do not afford ample time to allow for such diagnosis,
screening for depression (as was done in this study) would alert staff to those new
residents who may develop full-blown depressive disorders, or at least, allow
identification of those individuals who need to be monitored for the possibility.
The Geriatric Depression Scale – Short Form (Sheikh & Yesavage, 1986), a 15item abbreviated version of the GDS, was used in this study, requiring less time to
administer. Sheikh and Yesavage (1986) modified the original 30-item version to
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address concerns about fatigue and lack of focus in elderly respondents. Numerous
studies have found significant evidence for the validity of this version (Alden, Austin &
Sturgeon, 1989; Baker, Espino, Robinson, & Stewart, 1993; Lesher & Berryhill, 1994).

Relocation Stress Scale

This self-report scale was used to assess participants‟ evaluations of the amount of
stress that they had experienced as a result of their recent relocation to the nursing home.
Residents were presented with a 0-10 scale, on which increments from 1 (noted as
“lowest”) to 10 (noted as “highest”) were used to indicate the level of stress that
individuals associated with their recent relocations to the nursing home. Presentation was
accompanied with the stated directions: “Some people may find it stressful to relocate
from their homes to a nursing home. On this scale of 0-10, can you show me how much
stress you believe you have experienced as a result of your relocation to the nursing
home?”
This author developed this scale specifically for this study and an operational
definition was developed for its use. The definition was developed through extensive
research of this concept, as discussed earlier, and was presented to a review panel of three
experts in the field of gerontology (two licensed geropsychologists and a licensed clinical
psychologist who has had many years of experience working in geriatric settings). The
following represents a consensus of their combined reviews and recommendations.
Relocation stress is defined as the human stress response or the state in which
individuals experience physiological and/or psychological instability as a result of the
transfer from a familiar environment to an unfamiliar environment. The operational
definition of this concept confines itself to the major defining characteristics established
by Barnhouse et al. (1992), which include loneliness, apprehension, anxiety, depression,
and increased confusion.
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Examples of behavioral manifestations of these major characteristics particularly as
they apply to long-term care settings include:
a) Loneliness – Self-reports of feeling “empty”, accompanied by longing for social
engagement, evidenced by social isolation and by self-reports of not having
anyone on whom to depend (e.g. perceived lack of social support – “no one
cares about me”; “I have no one left in this world”).
b) Apprehension – worrying that something bad will happen in the near future,
evidenced by asking caregivers for reassurances that “everything will be all
right”, repeatedly calling family members on the telephone (more than once a
day); and/or expressing negative emotions about the unfamiliar environment
and a wish to return to the familiar environment.
c) Anxiety – feelings of being nervous, jittery or jumpy; evidenced by citing
negative predictions about the future; this is manifested as self-reports of
inability to relax, of feeling scared, and of fear of the worst happening.
d) Depression – feelings of sadness, guilt, worthlessness, evidenced by avoidance
of social interaction, decreased interest in usual activities/routines, increased
dependence on caregivers beyond the care needed based on level of functioning,
lack of energy, increased/decreased sleep, and/or loss of appetite.
e) Increased confusion – Disorientation, such as uncertainty about time, person,
place, and situation, evidenced by inability to make choices when they are
presented and/or observed confusion of environmental aspects of the unfamiliar
setting (e.g. where the bathroom is located).
The use of this scale as a single-item measurement must be addressed. Although
single-item measures are generally discouraged as having unacceptably low reliability as
measurements of psychological constructs (Mahoney, Pargament, Tarakeshwar, &
Swank, 2001), Wanous, Reichers, and Hudy (1997) noted exceptions in their metaanalysis of single-item measures of overall job satisfaction. They suggested that some
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constructs are either “sufficiently narrow” or “unambiguous to the respondent” (pp. 247)
and allow for the adequacy of a single-item measure, as is the case in this current study.
Loo (2002) noted the advantages of rapidity and ease of administration in the use of
single-item measures.
Nagy (2002) also noted significant correlations (.60 to .72) while conducting
additional research based on the Wanous, Reichers, and Hudy (1997) job satisfaction
study. Robin, Hendin, and Trzesniewski (2001) conducted four studies to examine the
construct validity of two global self-esteem measures, one of which was a single-item
measure. In the first study, strong convergent validity for both genders, for certain ethnic
groups, and for both college students and community dwellers emerged. They reported
construct validity between the single-item measure and the other multiple-item measure
ranging between .72 and .76 (median .75). Subsequent second, third, and fourth studies
were replications that confirmed the initial findings. Although citing several faults in
using a single-item measure in a comparison of measures to assess subjective well-being,
Diener (1984) accedes to the moderate reliability and validity demonstrated by singleitem measures, with average convergence with eight other similar measures at .40,
construct validity at .35, and criterion validity at .34.
Single-item measures employed in the exploration of numerous other topics are
noted. Stanley and Cheek (2003) reviewed literature related to the use of single-item
measures to study the well-being of older individuals; they noted the measure‟s brevity
and ease of administration, in addition to their usefulness as brief measures of global
well-being. Archer and Ireland (1998) noted significantly high correlations (.63 to .67)
when they compared a 33-item measure of homesickness with a previously employed
single-item measure of the same property.
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Social Problem-Solving Inventory – Revised (Short Form)

The Social Problem-Solving Inventory – Revised (SPSI-R; D‟Zurilla, Nezu, &
Maydeu-Olivares, 1996) is based on the five-dimensional model of social problem
solving and is a revision of a previously developed 70-item version developed by
D‟Zurilla and Nezu (1990) that consisted of two scales and seven subscales. The SPSI-R
is a Likert-style self-report instrument containing 52 items, with higher scores indicating
more constructive and productive problem-solving and lower scores indicating greater
deficits or dysfunction in problem-solving. The SPSI-R measures both adaptive and
dysfunctional problem-solving capacities and provides an estimate of the quality of a
person‟s problem-solving skills; that is, no test actually assesses the individual‟s skills, as
is pointed out by D‟Zurilla and Maydeu-Olivares (1995). However, D‟Zurilla and
Chang (1995) note that scores on the SPSI-R have been significantly predictive of an
individual‟s use of adaptive problem-focused coping strategies. D‟Zurilla and MaydeuOlivares also conclude, however, that as compared with other similar measures, the SPSIR commands the “strongest support in the sense of test design and development,
theoretical foundation, convergent validity and discriminant validity” (pp. 428). Its
strength lies in the strong theoretical base of the social problem-solving model as
originally introduced by D‟Zurilla and Goldfried (1971). This theory was used as the
basis for development of a comprehensive measure that could adequately conduct
research to isolate and identify specific strengths and weaknesses in cognitive mind-sets
and skills as they applied to social problem-solving.
As reported in Kant et al. (1997), the SPSI-R is known to have good psychometric
properties for use with elderly participants, with coefficient alphas ranging from .69 to
.93 for the five scales (D‟Zurilla, Nezu, & Maydeu-Olivares, 2002). SPSI-R has been
age-normed on elderly adults (N = 100), ages 60-80 years of age, predominantly
Caucasian (93%), with 4% African-American, and 3% Asian-American (D‟Zurilla, Nezu,
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& Maydeu-Olivares). Unfortunately, the sample used in norming comes from a
community dwelling population and not from institutionalized elderly. Test-retest
reliability ranges from .72 to .88, with evidence noted for convergent and discriminant
validity (D‟Zurilla & Chang, 1995; D‟Zurilla & Maydeu-Olivares, 1995). Significant
correlation between SPSI-R scales with anxiety and depression has been noted,
particularly in elderly adult samples (N = 214) (Kant et al.), although this research was
conducted with community dwellers, not institutionalized elderly (a population for which
these authors indicate no such information).
For the purposes of this study, the Short Form of the SPSI-R (SPSI-R:S) was
employed and administered by a clinician. In considering the participating population,
the shorter form of the original instrument was believed to be more appropriate in
practical terms, because older persons would find this shorter form less taxing,
particularly since other measures will be administered at the same time. The SPSI-R:S is
a 25-item Likert-scale response, self-report questionnaire that consists of five subscales.
Two of the five scales (Positive Problem Orientation and Negative Problem Orientation)
measure functional versus dysfunctional cognitive and emotional orientations toward
problem-solving. The other three (Rational Problem Solving, Impulsivity-Carelessness
Style, and Avoidance Style) evaluate problem-solving skills and behavioral style. Five
items from each of these scales make up the 25 items of the SPSI-R:S. D‟Zurilla, Nezu,
and Maydeu-Olivares (2002) present evidence of good internal consistency and test-retest
reliability, in addition to high correlations ranging from .92 – 1.0 when compared with
the full SPSI-R scales.

Coping, Hardiness, and Depression 48
Personal Views Survey – Third Edition Revised

Maddi and Khoshaba‟s Personal Views Survey–Third Edition Revised (PVSIII-R;
Maddi and Khoshaba, 2001) is an 18-item questionnaire developed to evaluate
psychological hardiness. Self-administered or administered by a clinician, this Likert
scale response instrument is easily and quickly executed, requiring only about ten
minutes for completion and five minutes of scoring time. Demographic information and
responses are entered for scoring electronically on the publisher‟s Internet site. Raw
scores are then computed into percentiles, in which hardiness scores in the range of 40%
to 60% are interpreted as average.
Originally named the Cognitive Hardiness Scale, the first Personal Views Survey
(PVS; Kobasa et al., 1982), was developed as a 71-item, 5-scale measure, subsequently
pared to 45 items (PVSII; Maddi, 1997), and ultimately evolved into its current 18-item
format. Using a Likert-type scale, items are scored in a positive direction with a
maximum value of 100. Although the assessment‟s author maintains this measure to be
applicable across all ages, the continually modified Personal Views Survey,
modifications of the instrument, or individual components of the survey have been used
minimally in research with older persons (Maddi; Magnani, 1990). Magnani conducted
research that involved a population of non-institutionalized subjects, aged 60 to 90 years
(N = 115).
Maddi, a forerunner and enthusiastic advocate of hardiness as a personality factor,
developed this measure in order to assess hardiness in the form of subscales that address
the construct‟s components of commitment, control, and challenge. The original tool was
criticized for lack of correlation among these components, imbalance between negative
and positive items, and ensuing support for other instruments that might be considered
more adequate (Funk, 1992; Funk & Houston, 1987; Oullette, 1993). When tested
against the Minnesota Multiphasic Personality Inventory (MMPI), Maddi and Khoshaba
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(1994) noted findings of a negative relationship to most of the MMPI scales that relate to
psychopathology, indicating that hardiness addresses the opposite of such
psychopathological tendencies, with an emphasis on positive aspects that would relate to
coping. Later revisions have addressed these criticisms and subsequent modifications
have evoked increasingly favorable reactions expressing confidence in its internal
consistency, the moderate intercorrelation of components, and their significant
correlation with the whole hardiness score (Maddi, 1997; Oullette). In addition, authors
Maddi and Khoshaba (2001) cite internal consistency for each of the following individual
components – commitment, .70 to .75; control, .61 to .84; challenge, .60 to .71; and total
hardiness, .80 to .88. Stability for total hardiness over three and six months is noted at
.58 and .57, respectively.

Procedure

Initially two local nursing home groups, consisting of seven separate facilities,
were approached via verbal interview and written abstract of the proposal. Subsequent to
presentations to the Director of Administration and the Ethics Committee, the parent
institution‟s Ethics Committee granted permission and the facility‟s Director of
Administration provided a letter of approval to approach residents for participation in this
study. Because these organizations had no formal Institutional Review Board (IRB), they
expressed comfort with and were willing to accept Philadelphia College of Osteopathic
Medicine‟s IRB process as ensuring ethical protection of their residents in this process.
Another three facilities were later approached in order to provide an even larger pool of
available participants. Subsequently, the college‟s IRB allowed the addition of these
three facilities after permission was granted by the facilities‟ Directors of Administration
and letters of approval provided to the IRB.
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The nursing homes‟ social workers approached all new residents concerning this
research project, advising them that this researcher would be contacting them within the
next thirty days. Social work staff then notified this researcher of individuals‟
availabilities.
Next, demographic information was gathered through review of residents‟ charts.
The long-term care facility‟s administration provided consent for this examiner, who was
provided with and signed a confidentiality agreement that allows for inspection of charts
prior to meeting with participants. This step permitted the examiner to check for
pertinent inclusion and exclusion criteria prior to engaging in testing process.
Subsequent to checking participants‟ charts, residents were approached through
an initial interview process to explain the study in as much detail as was necessary to
ensure that participants understood the purpose and scope of the study and the informed
consent process. In order to protect residents‟ confidentiality during this process,
meetings took place in a designated private meeting area.
In order both to accommodate those who might have difficulty in reading or
manipulating materials and in the interest of time and fatigue factors, the examiner read
the measures and recorded the self-report measures. Although oral administration of
assessment measures is periodically noted as an alternative approach (Segal, Coolidge, &
Hersen, 1998), a review of the literature produced no findings concerning significant
differences in assessment scores when measures are administered orally. The SPSI-R
technical manual (D‟Zurilla, Nezu, & Maydeu-Olivares, 2002), in addressing the issue of
reading the measure aloud to certain clients, states that it may be permissible to
administer the measure in this fashion. However, the authors strongly urge caution that
speaks not only to unintentional reinforcement for any particular response, but also to the
suppression of an emphasis on the importance of any one particular item. This examiner
was certain to avoid the possibility of response or examiner bias by making certain that
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no responses garnered unintentional reinforcement and no particular item was
emphasized over another.
Participants were observed as possessing adequate communication skills. They
were sufficiently clear in their speech and able to respond intelligibly to interviews and
assessments.
The order of administration was significant and deliberate. By presenting
measures in the following order, participants were considered to be less likely to draw
inferences about expectations for responses or the possibility of giving participants the
idea that there were expectations that they have experienced or will experience stress or
depression as the result of their relocation to the nursing home. The Mini Mental State
Exam (MMSE) was administered first to determine cognitive status and eligibility for
participation.
The order of test administration proceeded as follows:
1) Mini Mental State Exam,
2) Social Problem-Solving Inventory – Revised,
3) Personal Views Survey III – Revised,
4) Geriatric Depression Scale,
5) Relocation Stress Scale.
Because the assessments were initially believed to take approximately 45 minutes
to 1 hour to complete, residents were offered frequent breaks and encouraged to ask for
breaks at any time during the session. The examiner also suggested breaks, particularly if
individuals appear fatigued or distraught. However, as data gathering progressed, it
became evident that less time was required for most individuals and the assessment could
be completed on an average of 25 to 40 minutes – a time frame that proved compatible
with residents‟ endurance capabilities.
At any time in the testing, if a resident decided to end his/her participation in the
process, debriefing followed immediately. Also, for residents who displayed any
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emotional or physical stress, testing ceased immediately and nursing staff was consulted.
Debriefing consisted of 1) assessing mental state (i.e. potential for self-harm); 2)
providing assurances that quality of care at the institution will not be affected by their
withdrawal; 3) providing assurances that no penalty will result from their withdrawal
from the study; 4) offering to allow participants to remove their information from the
study; and 5) inquiring about any other questions or concerns that they might still have.
The examiner followed up with participants within 24 hours. There were only four such
occurrences (two of whom decided mid-assessment to revoke consent for participation
and two who expressed too much fatigue to continue). Each of these was handled as
previously noted and without incidence. Twelve participants, after being approached for
participation, declined even to begin the process.
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Chapter 3
Results
Statistical Analysis

The Statistical Package for the Social Sciences (SPSS, version 10.0) was used to
analyze all data. Demographic data were described in terms of central tendencies and
variances. Measures of depression, stress, social problem-solving, and psychological
hardiness were analyzed using correlational methods to analyze the strength of their
relationships and regression analyses to determine the predictive value of these variables
on depression scores.

Descriptive Statistics

Participants in this study were predominantly female (78%, N = 71); this is
understandable. A 1992 U. S. Bureau of the Census report noted that women outnumber
men by age 65 by a ratio of 3:2 -- ranging in age from 60 to 100 years (mean of 85) with
64% between the ages of 76 and 90 years of age. Racially, this sample population
favored Caucasians, who made up 99% (N = 90) of the sample (one African-American).
This may, in part, be due to the lower percentage (i.e. 8%) of today‟s African-American
elders in the general population, as compared with European Americans, who make up
87% of the population (Tsai & Carstensen, 1996). Another contributing factor may be
the higher frequency of contact with and level of social support that African-American
elders receive from their children, as compared with European Americans (George, 1988)
so that fewer of them find themselves being relocated to nursing homes as they become
older and less physically functional. And, finally, African-Americans have shorter life
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expectancies (i.e. 70.4 years as compared with 76.6 years of European Americans) (U. S.
Bureau of Census, 1993). Participants represented chiefly Christian faiths -- Protestant
(65.9%, N = 60) and Catholic (24.2%, N = 22). This sample was recruited from two
religiously based nursing home groups (both Christian). Most were widowed (73.6%, N
= 67) with 27.3% (N = 24) married, single (never married), divorced, or separated. All
residents had been relocated from their primary home residences for permanent longterm-care placement to the nursing home within thirty days of being evaluated.
Chart reviews supplied information related to antidepressant and anxiolytic
medications that participants might have been taking at the time of evaluation. These
reviews indicated that most (78%, N = 71) were taking neither of these medications, with
only 16.5% (N = 15) taking antidepressants, 03.3% (N = 3) taking anxiolytics, and 02.2%
(N = 2) using both antidepressants and anxiolytics. However, participants of the latter
two groups had begun taking these medications less than two weeks prior to evaluation.
None of the participants reported having had any previous mental health history or
having ever been treated previously for mental health conditions, as an inpatient or an
outpatient. Demographic information is represented in Table 1.
Each participant reported at least one type of social support available to him or
her either in the institutional community or in the outside community, with 33% per cent
of participants (N = 30) reporting a combination of family and professionals (nursing
home staff); 17.6% (N = 16), family, friends, and professionals; 15.4% (N = 14), family,
friends, clergy, and professionals; and 11% (N = 10), family, friends, and professionals.
The remaining 23% reported limited combinations of these support sources.
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Table 1.
Demographic Information of Nursing Home Residents
Characteristic

n

%

Male

20

22.0

Female

71

78.0

60-75

9

9.9

76-90

59

64.8

91-100

23

25.3

1

1.1

90

98.9

4- 8

30

33.0

9-12

42

46.1

13-16

19

20.9

16

17.6

Single

6

6.6

Divorced

1

1.1

Widowed

67

73.6

Separated

1

1.1

Catholic

22

24.2

Protestant

60

65.9

Jewish

2

2.2

Other (none)

7

7.7

Long-term placement

91

100

Short-term placement

0

0

91

100

0

0

None

71

78

Antidepressant

15

16.5

Anxiolytic

3

3.3

Both antidepressant and anxiolytic

2

2.2

Yes

0

0

No

91

100

Gender

Age at time of survey (years)

Race
African-American
Caucasian
Highest education level completed (years)

Marital status
Married

Religion

Admin. Status

Relocation Status
From primary residence
From another nursing home
Medications

History of depression
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Characteristic

n

%

History of mental illness
Yes

0

0

No

91

100

N = 91

As measured by the Mini Mental State Exam (MMSE), which provides
information regarding presence and level of impairment in cognitive functioning, all
participants in this sample met inclusionary criteria for adequate cognitive functioning.
Scores for this sample ranged from 18 to 30 (30 being the maximum possible score), with
a mean 25.53 (SD =3.19). Cut –off scores were used in order to control for differences in
scores that correspondent to different levels of education that have been noted in
respondents (Tombaugh & McIntyre, 1992). For those individuals with 8 years or less of
formal education, cut-off scores of >18 were used to determine adequate levels of
cognitive functioning (no dementia diagnosis). For individuals with 9 to 11 years of
formal education, cut-off scores of >20 were used, and for those individuals with higher
school educations or higher, cut-off scores of >24 were used.
Depression scores for this sample, as measured by the Geriatric Depression Scale
(GDS - maximum attainable is 15) produced a mean of 4.33 (SD = 3.39), ranging from 0
to 13. A score of >5 is considered significant for depression. Fifty-nine per cent (N =
54) of participants scored less than 4 or lower and 41.7% (N = 37) scoring 5 or higher,
indicating that fewer than half of the participants were significantly depressed. Scores of
>10, indicating severe depression, were noted in only 8% of the sample.
Stress scores for this sample, as measured by a ten-point (0-10) scale on the Stress
Relocation Scale with 5 or higher representative of significant reports of stress, produced
a mean for this sample of 5.42 (SD = 2.52). Scores ranged from reports of 0 to 10, with
68.1% (N = 81) scoring 5 or higher, indicating that this sample reported experiencing
significant amounts of stress.
The Social Problem-Solving Inventory – Revised - Short Form (SPSI-R:S) is a
Likert-type scale that provides a total score (indicating overall problem-solving and
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coping abilities), in addition to five subscales. Two subscales measure functional versus
dysfunctional cognitive and emotional orientations toward problem-solving (i.e. Positive
Problem Orientation and Negative Problem Orientation). The other three (i.e. Rational
Problem Solving, Impulsivity-Carelessness Style, and Avoidance Style) assess problemsolving skills and behavioral styles. Standard scores include the total SPSI-R score and
each scale and subscale score has a mean or average of 100 and a standard deviation of
15. Guidelines for Interpreting SPSI-R Standard Scores (pp. 27, D‟Zurilla, Nezu, &
Maydeu-Olivares, 2002) are defined in Table 2 below.
Table 2.
Guidelines for Interpreting SPSI-R Standard Scores
Standard Scores

Interpretive Guidelines

145 and above

Extremely Above Norm Group Average

130-144

Very Much Above Norm Group Average

115-129

Above Norm Group Average

86-114

Norm Group Average

71-85

Below Norm Group Average

56-70

Very Much Below Norm Group Average

55 and below

Extremely Below Norm Group Average

SPSI-R total standard scores (possible maximum score of 139) for this sample, as
compared with other individuals of similar populations, produced a mean of 101.51 (SD
= 15.48). This sample was noted to have average total problem-solving skills when
compared with their norm group. 24.2% (N = 22) of participants scored in the above
norm group average range, 11% (N = 10) scored in the below norm group average range,
and 01.1% (N = 1) scored in the extremely below norm group average range.
Positive Problem Orientation standard scores (possible maximum of 135) for this
sample produced a mean of 102.19 (SD = 11.54), indicating average positive problem
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orientation, as well as positive orientation to problem-solving and coping skills. A high
percentage of individuals showed average, above average, or very much above average
positive problem orientation (92.3%, N = 83). 84.6% (N = 77) of participants scored
within the norm group average range; 06.6% (N = 5) scored within the above norm group
average range; and 01.1% (N = 1) scored within the very much above the norm group
average range. Only 08.8% (N = 8) of participants scored within the below norm group
average range.
Negative Problem Orientation standard scores (possible maximum score of 146)
for this sample produced a mean of 100.23 (SD = 14.28), indicating overall average
negative problem orientation; less, however, than was noted for positive problem
orientation. This means that the sample, as a whole, had a higher positive than negative
problem orientation style. Over three-quarters of the participants (77.9%, N = 70)
showed a propensity for negative problem solving when compared with their norm group.
58.2% (N = 53) scored within the norm group average range; 18.7% (N = 17) scored
within the above norm group average range; and 23.1% (N = 21) scored within the below
norm group average range.
Rational Problem Solving standard scores (possible maximum of 137) for this
sample produced a mean of 103.44 (SD = 13.36), indicating average rational problemsolving styles. This suggests that this sample was more likely to approach problemsolving in a rational manner, employing appraisals that view a problem as a challenge
that is solvable, believing that they have the ability to handle the problem successfully.
More than three-quarters (87.9%, N = 80) scored in the average, above average, and very
much above norm group ranges. 84.6% (N = 65) scored within the norm group average
range; 02.2% (N = 13) scored within the above norm group average range; and 01.1% (N
= 2) scored within the very much above the norm group average range. Only 08.8% (N =
8) scored within the below norm group average range and 3.3 (N = 3) scored within the
very much below norm group average range.
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Impulsivity-Carelessness Style standard scores (maximum possible score of 157)
for this sample produced a mean of 96.93 (SD = 15.08), indicating average impulsivitycarelessness style patterns. This information indicates that this sample also had an
average, but not dominant, pattern of actively attempting to solve problems, but in
impulsive, hurried, and insufficient ways that can produce less than effective solutions.
Almost three-quarters of the sample (70.3%, N = 64) scored in the average, above, or
extremely above average norm group ranges. 59.3% (N = 54) scored within the norm
group average range; 06.6% (N = 6) scored within the above norm group average range;
04.4% (N = 4) scored within the very much above the norm group average range, and
29.7% (N = 27) scored within the below norm group average range
Avoidance Style standard scores (maximum possible of 157) for this sample
produced a mean of 98.38 (SD = 15.79), indicating that this sample showed an average
propensity for employing this style that is characterized by procrastination, passivity or
not acting at all, as well as a dependency on others to provide solutions (attempting to
make someone else responsible for handling the problem). 59.3% (N = 54) scored within
the norm group average range; 13.2% (N = 12) scored within the above norm group
average range; 02.2% (N = 2) scored within the very much above the norm group average
range; and 25.3% (N = 23) scored within the below norm group average range.
The Personal Views Survey (PVSIII-R) is a self-report measure that assesses
responses on a Likert-type scale and measures total psychological hardiness, in addition
to the three separate components of commitment, control, and challenge that contribute to
total scores. Total hardiness scores in this sample produced a mean of 36.65 (SD = 7.40).
Total hardiness scores of 30 to 35 are interpreted as an average ability to cope effectively
with changing and stressful situations. This sample showed above average ability in this
area, indicating that they have a substantial propensity for handling stress. 28.6% (N =
26) scored in the average range; 56% (N = 51) scored in the above average range, and
15.4% (N = 14) scored in the below average range.
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Scores related to each of the three separate components of hardiness are as
follows. Commitment refers to an individual‟s sense of belonging to and of having
feelings of responsibility and involvement in a social context. Scores of 11 to 13 are
interpreted as average for this component. Scores for this sample showed a mean of
16.79 (SD = 3.34), indicating an above average propensity for this component. 85.5% (N
= 76) scored in the above average range; 9% (N = 10) scored in the average range; and
5.5% (N = 5) scored in the below average range.
Control refers to an individual‟s sense of his or her ability to have power over
decisions and outcomes in his or her environment. Scores of 9 to 10 are considered
average for this component. Scores for this sample showed a mean of 8.08 (SD = 2.93),
indicating a slightly below average propensity for this component, suggesting that
individuals in this sample lack a sense of control or power over outcomes in their
environment and decision-making. 24.2% (N = 12) scored within the average range;
22% (N = 20) scored within the above average range; and 53.8% (N = 59) scored within
the below average range.
Challenge refers to an individual‟s propensity for viewing problems either as
threats or as opportunities for growth and achievement. Scores of 9 to 11 are considered
average for this component. Scores for this sample showed a mean of 11.78 (SD = 2.93),
indicating an average propensity for this component, suggesting that individuals in this
sample generally view problems as opportunities for growth and achievement. 27.5% (N
= 25) scored with the average range; 56% (N = 51) scored in the above average range;
and 16.5% (N = 15) scoring in the below average range.
Assessment information is presented in Table 3.
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Table 3.
Assessment Results
Assessments
MMSE

25.53

3.19

18-30

Possible Range of
Score
0-30

GDS

4.335

3.393

0-13

0-15

Stress

5.42

2.52

0-10

0-10

SPSI-R/Total

101.51

15.48

29-128

29-139

SPSI-R/PPO

102.19

11.54

72-130

52-135

SPSI-R/NPO

100.23

14.28

79-129

79-146

SPSI-R/RPS

103.44

13.36

66-137

58-137

SPSI-R/ICS

96.93

15.08

77-137

77-157

SPSI-R/AS

98.38

15.79

76-137

76-157

PVSIII-R/Total

36.65

7.40

17-49

17-49

PVSIII-R/Commitment

16.79

3.34

8-21

6-21

8.08

2.93

2-14

3-18

11.78

2.93

5-17

3-18

PVSIII-R/Control
PVSIII-R/Challenge

Mean

SD

Range

N = 91

Inferential Statistics

Inferential data were gathered from the Geriatric Depression Scale (GDS), the
Relocation Stress Scale, the Social Problem-Solving Inventory – Revised (SPSI-R), and
the Personal Views Survey III – Revised (PVSIII-R). Correlations between measures are
noted in Table 4. Statistical analyses were completed using correlational methods to
explore relationships between variables and regression analyses to determine predictive
values of the independent variables through the development of a predictive equation.
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Table 4.
Intercorrelations, Means, and Standard Deviations for Scores on All Measures (N = 91)
Measure

GDS
Stress

Stress

.301**

SPSI-R

SPSI-R

SPSI-R

SPSI-R

SPSI-R

SPSI-R

PVSIII-R

PVSIII-R

PVSIII-R

PVSIII-R

PPO

NPO

RPS

ICS

AS

Total

Commitment.

Control

Chall.

Total

M

SD

-.317**

.420**

-.160

.306**

.267*

-.455**

-.634**

-.393**

-.323**

-.569**

4.335

3.393

1.000

-.059

.016

.042

.042

.025

-.027

-.170

-.075

-.252*

-.206*

5.42

2.52

-.059

1.000

-.303**

-.258*

.539**

.415**

.256*

.337**

.422**

102.19

11.54

.016

-.303**

1.000

-.615**

-.404**

-.300**

-.320**

-.428**

100.23

14.28

SPSI-R
PPO

.471**

-.127

SPSI-R
NPO

-.032

.337**

.380**

SPSI-R
RPS

.
.042

.471**

-.032

1.000

.042

-.127

.337**

-.306**

.025

-.258*

.380**

-.268*

-.306**

-.268*

.548**

.383**

.183

299**

.363**

103.44

13.36

.487**

-.688**

-.426**

-.453**

-.294**

-.488**

96.93

15.08

-.706**

-.345**

-.367**

-.282**

-.412**

98.38

15.79

.600**

101.51

15.48

SPSI-R
ICS

1.000

SPSI-R
AS

.487**

1.000

SPSI-R
Total

-.027

.539**

-.615**

.548**

-.688**

-.706**

1.000

-.577**

.440*

.418*
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Measure

Stress

SPSI-R

SPSI-R

SPSI-R

SPSI-R

SPSI-R

SPSI-R

PVSIII-R

PVSIII-R

PVSIII-R

PVSIII-R

M

SD

PPO

NPO

RPS

ICS

AS

Total

Commitment.

Control

Chall.

Total

-.404**

.383**

-.426**

-.345**

.577**

1.000

.563**

.493**

.869**

16.79

3.34

PVSIII-R
Comm.

-.170

.415**

PVSIII-R
Control

-.075

.256*

-.300**

.183

-.453**

-.367**

.440**

.563**

1.000

.340**

.784**

8.08

2.93

-.252*

.337**

-.320**

.299**

-.294**

-.282**

.418**

.493**

.340**

1.000

.753**

11.78

2.93

-.428**

.363**

-.488**

-.412**

.600**

.869**

.784**

.753**

1.000

36.65

7.40

PVSIII-R
Challenge
PVSIII-R
Total

.
-.206*

422**

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-taile)
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Hierarchical Multiple Regression Analysis
Because of the calculations of several correlations necessary to test for the first
hypothesis, hierarchical regression was used to establish a prediction equation in which
each predictor variable was assigned a weight that is based on its relationship to the
dependent variable and the order in which it is entered into the equation. A hierarchical
multiple regression analysis was used to develop a preliminary model of factors related to
relocation stress and depression and to investigate the amount of predictive value that
each variable adds to the equation. The first predictor variable is entered into the first
step of the equation to predict the criterion variable. The second predictor variable is
then entered, revealing the degree of variance in the criterion variable that is exclusive to
the second predictor variable. Regression allows for the prediction of depression
(dependent or criterion variable) and illustrates the relationships among social problemsolving skills, psychological hardiness, and relocation stress.
In order to test the first hypothesis (predictor values for depression), analysis was
conducted on depression, the criterion variable, and the predictor variables of
psychological hardiness, coping skills, and relocation stress. The order of predictor
variables, as they were introduced into the regression equation, was as follows. Stress
relocation scores were introduced first, followed in order by the problem-solving
measures (SPSI-R, specifically the Positive Problem Orientation (PPO), Negative
Problem Orientation (NPO), and Rational Problem Solving (RPS) scales), and finally the
psychological hardiness measure (PVSIII-R, specifically the total or HA scores). This
order was conceived through the following rationale.

Stress, the first variable to be

entered, although considered in this study to be a likely predictor of depression, could
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also have varied for other reasons and could have been a response to other life events, not
just relocation, so that its initial insertion in the hierarchy would allow for clearer
perspective about how the later variables contributed, over and above the amount of
variation contributed by stress. Coping was entered next, followed by psychological
hardiness; the results from these could allow for determining whether and how much
these two latter variables could provide any additional information about prediction that
might be over and above that contributed by the stress scores. The goal of the
hierarchical multiple regression analysis was to determine how much each of the specific
predictor variables accounts for the prediction of the criterion variable (i.e. depression).
The multiple regression process identified only those variables of psychological
hardiness (PVSIII-R), Negative Problem Orientation (SPSI-R), and relocation stress as
significant indicators of predictor values, with a 95% (F-value) chance that these are
related to depression, with a total of 40.3% of the variability in depression explained.
Neither Positive Problem Orientation nor Rational Problem Solving Skills scales (SPSIR) significantly relate to depression.
Total hardiness scores indicate an inverse relationship with depression and are
noted as contributing 32.4% (r2 value) of the variance in depression scores. A positive
relationship between Negative Problem Orientation and depression was noted, with
Negative Problem Orientation contributing another 03.8% of the variance in depression
scores. The positive relationship between stress and depression was noted, with stress
contributing another 04.2% of the variance in depression scores. Regression analysis is
presented in Table 5.
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Table 5.
Hierarchal Regression Analysis Summary for Variables Predicting Depression

Variables

R2

R

Adjusted R2

Std. Error of Estimate

PVSIII-R

.569

.324

.316

2.806

SPSI-R: NPO

.602

.362

.347

2.741

Relocation Stress

.635

.403

3.83

2.665

Analysis of Variance

PVSIII-R

Sum of Squares

df

Mean Square

Regression

335.287

1

335.287

Residual

700.740

89

7.873

1036.027

90

Total

SPSI-R: NPO

Sum of Squares

df

Mean Square

Regression

337.845

2

187.422

Residual

661.183

88

7.513

Total

Relocation Stress

Sig.

42.584

F

.000

Sig.
24.945

.000

1036.027

Sum of Squares

df

Mean Square

Regression

418.033

3

139.344

Residual

617.994

87

7.103

Total

F

F

Sig.
19.617

.000

1036.027
(Table 5 continued)
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Table 5. (continued)
Beta Coefficient

Variable

Coefficient

PVSIII-R Total
SPSI-R:NPO

Std. Error

Std. Coefficient

t

Sig.

-.195

.043

-.425

-4.531

.000

5.572E-02

.022

.235

2.552

.012

.282

.114

.209

2.466

.016

Stress

Excluded Variables

Total Hardiness
Stress

Beta In

t

Sig.

Partial Correlation

.192

2.199

.031

.228

SPSI-R:PPO

-.094

-.980

.330

-.104

SPSI-R:NPO

.216

2.295

.024

.238

SPSI-R:RPS

.054

.570

.570

.061

Total Hardiness & SPSI-R:NPO
Beta In
Stress

t

Sig.

Partial Correlation

.209

2.466

.016

.256

SPSI-R:PPO

-.064

-.666

.507

-.071

SPSI-R:RPS

.023

.251

.802

.027

Total Hardiness, SPSI-R:NPO, & Stress

Beta In

t

Sig.

Partial Correlation

SPSI-R:PPO

-.068

-.735

.465

-.079

SPSI-R:RPS

-.008

-.092

.927

-.010
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Correlation Analysis

Bivariate correlations were employed to investigate the relationships explored in
the second hypothesis (i.e. depression and its relationship to positive problem orientation
and hardiness). Correlations were explored between total hardiness scores (PVSIII-R)
and coping skills (SPSI-R). Analysis indicates total hardiness (PSIII-R) scores correlated
positively with the Positive Problem Orientation Scale (SPSI-R) scores (r = .42, n = 91,
p<.01, two tails). Total hardiness (PSIII-R) correlated negatively with Negative Problem
Orientation Scale (SPSI-R) scores (r = -.43, n = 91, p<.01, two tails).
Such results would indicate that total hardiness and a positive problem orientation
go hand in hand. Individuals who possess psychological hardiness, i.e. those who have a
sense of power over their environments (control component), a sense of belonging and
investment in everyday happenings (commitment), and view problems as challenges
and/or opportunities for growth and achievement), are also likely to have a coping style,
in terms of the SPSI-R, that is characterized by a positive problem orientation. This style
allows individuals to have a positive cognitive-emotional schema that is geared toward
approaching problem-solving and coping with positive emotions; in addition, their coping
efforts are directed toward interpreting, evaluating, seeking out productive efforts, and
persistent follow-through of solutions toward problem-solving. Conversely, those
individuals who manifest a negative problem orientation, i.e. negative in their views of
problem-solving, are characterized by negative emotions, avoidance of problems, and
reduced efforts and follow-through.
This sample manifested a significant positive problem orientation style combined
with a significant level of psychological hardiness. These findings suggest that this
sample possessed both of these positive characteristics, which would serve them well in
making their transition to the nursing home.
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Chapter 4
Discussion

The current study examined the relationships between psychological hardiness,
coping skills, and stress, including the ability of these three to predict depression in a
sample of recently relocated long-term-care nursing home residents. The findings support
the premise that psychological hardiness, coping skills, and relocation stress have
significant predictive values for depression in this population.

Hypothesis No. 1 - Psychological hardiness and problem-solving skills, as measured by
Positive Problem Orientation, Negative Problem Orientation, and Rational Problem
Solving will predict residents‟ levels of depression above and beyond the actual stress
reported by residents.

Overall, the premise that depression would be predicted by the independent
variables, over and above the actual stress reported, has been partially supported. Of
these variables analyzed in the hierarchical multiple regression, only psychological
hardiness (PVSIII-R), negative problem orientation (SPSI-R), and relocation stress were
found to be significant indicators of predictor values with a 95% (F-value) chance that
these are related to depression. A total of 40.3% of the variability in depression is
explained by these variables. Neither positive problem orientation nor the rational
problem solving scale (SPSI-R) was significantly related to depression.
Psychological hardness was found to contribute 32.4% (r2 value) of the ability to
predict the depression levels in relocated long-term-care nursing home residents as noted
by the total hardiness scores and its inverse relationship with depression scores. The
components of hardiness (i.e. control, challenge, and commitment), as developed by
Kobasa and Maddi (1977) and Kobasa et al. (1982), define a set of personality
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characteristics that individuals may draw from as resources to handle life‟s stressful
events. Taken as a whole, these components provide tools that allow individuals to
weather difficulties successfully through their ability to feel invested in the process and
environmental setting (commitment), their sense of having power over choices and
interactions (control), and their ability to view problems not as threats, but as
opportunities for growth and achievement (challenge). The sum total of psychological
hardiness would appear to embody a powerful combination of attributes that combine to
combat depression or, in its deficiency, to promote depression.
Next to psychological hardiness (PVSIII-R), negative problem orientation (SPSIR) was found to be a significant contributor to levels of depression. A positive
relationship between negative problem orientation and depression was noted (i.e., as
negative problem orientation increases, depression increases), with another 03.8% (r2
value) of the variance being contributed by this variable. Although not significantly
depressed as a group (only 41.7%, (N = 54) had scores of 5 or higher and 59.3% (N = 54)
had scores of 4 or lower), those who were significantly depressed contributed to that
depression through deficits in problem orientation. Negative problem orientation inhibits
the ability to attend to and recognize problems through the use of a relatively stable
cognitive-emotional schema set that would determine confidence in ability and
availability of resources to handle problems.
According to D‟Zurilla and Nezu (1999) and D‟Zurilla, Nezu, and MaydeuOlivares (2002), those manifesting deficits in the area of problem orientation, which
include problem perception, problem attribution, problem appraisal, perceived control,
and time/effort commitment, can expect to be more psychologically compromised (i.e.
depressed) than those who are able to employ positive problem orientations. The
findings of this current study mirror other studies that consistently report a significant
relationship of reduced depression in effective problem-solvers (Heppner, Baumgardner,
& Jackson, 1985; Kant et al., 1997; Nezu & Ronan, 1987).
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The significant levels of stress scores (i.e. >5) reported by residents (68.1%, N =
81) indicated a positive relationship with depression (i.e. as stress increases, depression
increases), noting another 04.2% (r2 value) of the variance contributing to depression
scores. This finding is further substantiated by Folkman et al. (1979) and their
transactional stress theory, in which depression is put forward as an element of one of the
significant interacting components (i.e. an emotional stress response). Depression, as an
emotional stress response, affects the level of stress being experienced, along with the
other two components of environmental events (i.e., in this case, the relocation to a
nursing home) and “personality mediators” (e.g. social roles such as widowhood,
associated losses, and lack of social supports).
Although the total SPSI-R score was shown to be significantly correlated with
depression at .42 (r2 = .176%; N = 91; 0.01 level - 2-tailed), the positive problem
orientation (SPSI-R) was not by itself found to be a significant contributor to levels of
depression in this sample. This variable was excluded from the multiple regression
analysis, showing only a -0.01 partial correlation as compared with the three significant
variables of total hardiness, negative problem orientation, and stress. This finding may
be, in part, related to the sense of control (an integral part of positive problem orientation)
as older persons experience it. Rodin (1986) suggests that older persons may be more
likely to think in terms of external control of stressful situations than younger people and,
therefore, according to Aldwin (1992) are likely to assess stressful situations differently.
Because of this externalization of control, Aldwin speculates that they are likely to feel
less control in such situations, resulting in lower scores on the Positive Problem
Orientation Scale (SPSI-R).
Rational problem solving was also noted as insignificant for predicting depression
in this sample. Kant et al. (1997) conducted a study related to specific components of the
SPSI-R when used with older adults. This study and others using college student and
psychiatric inpatient populations (D‟Zurilla, Chang, Nottingham, & Faccini, 1998), and
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high school students (Sadowski, Moore, & Kelley, 1994), noted that rational problem
solving has not shown to be significantly related to depression, although relationships in
expected directions have been noted for all other problem-solving dimensions. As
discussed by Kant et al., the elderly, who reported more concerns about health issues (vs.
middle-age sample in their study who expressed more problems with interpersonal
issues), might possibly be less concerned with rational problem-solving skills because of
the chronic and unchanging nature of their physical ailments. As these authors point out,
however, the use of rational problem-solving skills are potentially important for
employing emotional resources to cope with these unchangeable and chronic conditions
and could be part of therapy and/or problem-solving training for the elderly, particularly
those in nursing homes.
Even though a significant relationship between hardiness, coping skills, relocation
stress, and depression has been cited, it is interesting to note that the sample, as a whole,
did not appear significantly depressed. Only 41.7% (N = 37) of residents had a score of 5
or higher and 59.3% (N = 54) had scores of 4 or lower, indicating a significant level of
depression. It has been demonstrated that the sample used in this study was less
depressed than anticipated, considering the information from literature research that
indicated an excess of significant depression (45-50%) noted in nursing home residents
(Dunkle, Roberts & Haug, 2001; Hyer & Blazer, 1982; & Parmelee & Associates, 1989).
It is noted that this sample appears less representative of nursing home resident
populations.
Because of the religious nature of the nursing home‟s organizational affiliation,
exploration was required to examine whether the religiosity of the residents may have
contributed to the less than significant levels of depression. A literature search uncovered
inconsistent findings. Commerford and Reznikoff (1996) examined the relationship of
religiosity and perceived social support to depression and self-esteem in nursing home
residents, noting no significant relationship either to depression or to self-esteem.
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Strawbridge, Shema, Cohen, Roberts, and Kaplan (1998) examined religiosity as a buffer
of stressors on depression in an elderly sample and found that some stressors are
buffered; however, others are aggravated by religiosity. Strawbridge et al. also made
distinctions between non-organizational and organizational religiosity. The former
involves “practices, beliefs, and meaning outside an organized religious emphasis” (p.
S119); the latter are behaviors associated with membership and participation in an
organized religion. Results indicated no relationship between depression and nonorganizational religiosity, but a significant negative relationship between depression and
organizational religion. Based on these findings, future research examining the type of
religiosity in this study‟s sample could assist in exploring the explanation of the sample‟s
lower levels of depression.
Yet another possibility is concern about self-reporting of depression. Even
though the Geriatric Depression Scale was specifically designed to limit such
possibilities, particularly in terms of reporting of somatic symptoms of depression,
underreporting in terms of response biases have been noted as characteristic for older
adults because they tend to be more cautious with their responses (Okun, 1976) than
younger adults. They were also found to be more anxious than younger adults about
receiving criticism or adverse feedback that might follow an assessment (Poon, Rubin, &
Wilson, 1989) and more concerned about providing socially acceptable responses to
assessments than younger adults (Campbell, Converse, & Rodgers, 1976). Hunt,
Auriemma and Cashaw (2003) found a significant relationship between self-report bias
and underreporting of depression in 238 community dwelling adults when assessing
participants with the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown,
1996). In light of this information and on the basis of the findings of this study, nursing
home personnel would do well to conduct further depression assessments on individuals
who have minimal to significant screening scores and/or observable symptoms indicating
the presence of depression. The Geriatric Depression Scale is offered only as a screening
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device and is not recommended for diagnoses, but is to be used an indicator for further
assessment. A Baltimore Epidemiologic Catchment Area follow-up study (Eaton,
Neufield, Chen, & Cai, 2000) noted underreporting as a significant contributor to
underdetection of depression. In that study, 349 individuals were interviewed using the
Diagnostic Interview Schedule (DIS), and were then compared with psychiatrists‟
assessments using the Schedules for Clinical Assessment in Neuropsychiatry (SCAN).
Lower age, male sex, and lower impairment were significantly associated with
underreporting and, subsequently, underdetection of depression.
Age, as a factor in levels of depression, may also be a contributing feature. The
sample in this study showed a mean age of 85 years. A review of the literature indicates
that the oldest of the elderly (age 80 and over) show a prevalence of depression that is
lower than the younger segment of older adults (Haynie, Berg, Johansson, Gatz, & Zarit,
2001). The older mean age of 85 may assist in explaining the lower depression rate of
this study‟s sample, suggesting that if the mean age had been younger, depression levels
may have been different, and perhaps higher. Other studies which examined the
differences in prevalence rates between young adults and old adults noted no significant
difference for risk of depression (Minicuci, Maggi, Pavan, Enzi, & Crepaldi, 2002;
Roberts, Kaplan, Shema, and Strawbridge, 1997). Both of these studies indicated that
initial age effects were predominantly due to chronic health issues of older adults and,
when factored out, rendered the effects insignificant. Further study on this sample in
terms of rates of depression associated with age, the young old, the old old, and the oldest
old is warranted in order to investigate possible differences.
And, finally, selection bias may have contributed to the findings of lower levels of
depression. In approaching those newly admitted residents who might qualify for
participation in this study, the examiner was not able to gain access to all of those who
were identified. Some of these individuals were occupied at physical therapy, offcampus visits, or at hairdresser or medical appointments, etc. There is no way of
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knowing if the inclusion of these individuals may have had an impact on the study.
However, those individuals who simply refused to participate might have had some
impact on the data gathered. According to Snowdon (2001), in examining prevalence of
depression in old age, found that older subjects were twice as likely as younger adults to
refuse participation and that those who refused were more likely to be depressed.

Hypothesis No. 2 - As measured by total PVSIII-R score, psychological hardiness will
positively correlate with Positive Problem Orientation and negatively correlate with
Negative Problem Orientation.

As hypothesized, a positive correlation of psychological hardiness with positive
problem orientation was supported as significant, i.e. .42, 0.01 level, (2-tailed). In
addition, support was noted for a negative correlation between psychological hardiness
and negative problem orientation, i.e. -0.43, 0.01 level (2-tailed). These finding are
important not only for their statistical significance, but also because no previous research
has explored this relationship. Extensive literature research produced no existing writings
or studies related to these specific correlations.
Notable are the corresponding components embodied in each of these independent
variables, which bring to light substantiation for the correlation findings. The three C‟s
of psychological hardiness are very similar to the problem orientation process variables,
as compared below.

Psychological Hardiness Variable

Problem Orientation Variable

Commitment

Time-effort Commitment

Control

Perceived Control

Challenge

Problem Attribution and Problem Appraisal
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The psychological hardiness component of commitment closely resembles the
same principles of the problem orientation variable of time-effort commitment. The
hardiness component of commitment refers to the quality of effort and of allegiance that
are unique to individuals in their efforts to cope and make sense of life events and
situations; these are in addition to their sense of community and their security or lack
thereof, as well as their sense of their places in that arena. The problem orientation
variable of time-effort commitment also refers to the amount of time and commitment
necessary to devote to problems in order to find a solution to and be able to cope with
problems. Those lacking in either of these will experience neither connection nor
commitment to the process of coping, nor expend the effort necessary to affect successful
coping.
The hardiness component of control allows for a direct correspondence with the
problem orientation component of perceived control. Control, in both of these variables,
refers to individuals‟ sense of power to effect decision-making and problem-solving in
order to cope with problems. Those lacking in these components will feel disaffected
and hopeless in their efforts, if, indeed they make any efforts at all.
The challenge component of psychological hardiness is similar to the problem
orientation components of problem attribution and problem appraisal. Psychological
hardiness‟ challenge component and the problem orientation‟s problem appraisal
component refer to whether individuals view problems as challenges and/or opportunities
for growth or as threats. Problem attribution refers to the causal belief of the source of a
problem, whether it is transient or whether it has a personal source. Those negatively
predisposed in either of these components will view problems as threats, which are
caused by personal failings – a perception that can lead to depression or other negative
affect, self-condemnation, pessimism, and avoidance of the problem and coping efforts.
The findings of the second hypothesis are central to the focus of this study
because both of these variables, psychological hardiness total scores and social problem-
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solving (i.e. coping) components of positive and negative problem orientation are
significantly correlated. The evaluation of these variables as well as those in Hypothesis
1, in residents recently relocated to nursing homes and subsequent treatment, has focused
on recognizing and encouraging strengths and on addressing deficits; this evaluation
could make the difference about whether individuals experience depression and stress,
each of which has been related to physical deterioration.

Limitations of Study

Limitations of this study include the use of a convenience sample that may not
accurately represent the total population of nursing home residents. The participants
come from a relatively homogeneous population residing in one particular system – one
in which Caucasian ethnicity and Christian religious faiths predominate, so that the
ability to generalize beyond this population is limited.
Another limitation of this study relates to construct validity. According to Kazdin
(1998), construct validity refers to the “presumed cause or the explanation of the causal
relationship between the intervention or experimental manipulation and the outcome”
(pp. 41). As related to this study, concerns about effectively operationalizing and
measuring constructs arise, because each construct in this study was measured using only
one assessment tool. The ideal is to use multiple measurements of each construct so that
correlations among these multiple measures ensure adequate measurement of each
construct. One of the measures, a single-item measure of stress associated with
relocation, and the concerns about its use are also addressed earlier in this manuscript
through the development of an operationalized definition.
Limitations related to this study as a cross-sectional design are also relevant.
Subsequent studies of a longitudinal nature, in which individuals‟ responses to the
particular stress of relocation are tracked over longer periods of time in order to explore
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how coping and hardiness affect long-term adjustments, could be expected to produce
even more significant and useful information.
Limitations related to variables are also to be considered. It is beyond the scope
of this study to consider all factors that may affect the relationship between psychological
distress, psychological hardiness and coping abilities. Two in particular, perceived
control (Lachman, 1986; Ross & Mirowsky, 2002) (although partially addressed as a
component of psychological hardiness and social problem-solving) and importance of
social supports (Jackson & Antonucci, 1992; Stephens, 1990) are not addressed and are
certainly important topics that warrant further exploration of their relationships to the
variables included in this research.
A concluding word about limitations concerns the somewhat narrow scope of the
Personal Views Survey; several of the items‟ emphases are on employment and attitudes
about working; the verbs used are in the present tense, which suggests minimal desirable
suitability for this population. Further development of this assessment to address retirees
is encouraged.

Conclusions
Findings from this study suggest concerns about issues (i.e. depression, stress,
psychological hardiness, and coping skills) to which nursing home staff could become
more aware in order to create a smoother and less adverse transition for newly relocated
residents. These issues apply both to those who have previous histories of depression and
to those who are evaluated and described as manifesting significant levels of depression
on initial relocation. Results supported earlier research noting the relationships between
depression, stress, and levels of coping skills (D‟Zurilla & Nezu, 1999) and
psychological hardiness (Campbell, Amerikaner, Swank, & Vincent, 1989; Maddi &
Khoshaba, 1994).
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Although the study sample, as a whole, did not appear either significantly
depressed or significantly deficient in total psychological hardiness, significant
relationships were noted between hardiness, coping skills, relocation stress, and
depression. Significant correlations were noted between psychological hardiness and
positive problem orientation, and also between psychological hardiness and negative
problem orientation.
Findings indicate that, by employing assessment of depression, stress,
psychological hardiness, and coping skills to newly relocated nursing home residents,
staff could be expected to identify those at-risk residents early enough to intervene and
prevent or at least minimize, debilitating psychological and, subsequently, physical
effects of depression and stress.
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